New Orleans Medical 


and 


Surgical Journal 





$4.00 Per Annum, 35c Per Copy 
Vol. 104, No. 8 


FEBRUARY, 1952 


Published Monthly 
1430 Tulane Avenue, New Orleans 12, La. 





EMOTIONAL FACTORS IN CHILDHOOD 
DISEASES*+ 
JAMES MARVIN BATY, M. D. 
BosToNn, MASs. 


The purpose of this discussion is to point 
out to “family physicians” and others in- 
terested in the care of children the import- 
ance of the emotions and the intellect in re- 
lation to illness and to describe a method 
for evaluating this relationship and the 
necessity of considering these factors in the 
treatment of acute and chronic diseases. It 
is not intended to discuss children with 
recognized, gross disorders of behavior or 
established psychotic disturbances. 

The Boston Floating Hospital is a general 
hospital of 56 beds for the care of infants 
and children. It is a unit of the New Eng- 
land Medical Center and the teaching hos- 
pital for Pediatrics of the Tufts College 
Medical School. 

As in other general hospitals, the pri- 
mary responsibility of the Boston Floating 
Hospital has been considered to be 
vice 


““ser- 
in rendering diagnostic and thera- 
peutic care to patients ill with acute and 
chronic diseases. Attention has been focused 
principally on infectious and metabolic pro- 
cesses resulting in disturbed physiological 
function and on the physical aspects of 
growth and development. 

A formal project in “Play Therapy” was 
conducted during the summer of 1946 in an 
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effort to minimize the psychological trauma 
that often is experienced by children ad- 
mitted to the hospital with acute illnesses. 
A small play room and a large, open porch 
were modestly equipped and a young wo- 
man trained in nursery school techniques 
placed in charge. She was in attendance 
during the morning hours throughout the 
summer. With the assistance of the nurs- 
ing staff, about 15 children could be han- 
dled daily in good weather, in or out of 
their beds as their conditions warranted. 
During inclement weather only 5 or 6 child- 
ren could be taken to the play room. 

This effort was effective to some extent. 
The children who were able to participate 
were happier, became adjusted to the hos- 
pital experience more adequately and were 
homesick. The physicians, medical 
students, and nurses saw their patients in 
a somewhat different light and realized 
there were greater responsibilities than 
simply curing a case of pneumonia or re- 
moving an acutely inflamed appendix. 


less 


Through this work and demonstrations in 
clinics in other parts of the country our 
attention was directed to the necessity for 
developing facilities not only for simple 
play activities but also designed to allow 
for a better understanding of the emotional 
and intellectual development of the children 
who came to the hospital and what effect 
these factors might have on the course of 
their illness and on recovery. 

With this in mind a psychiatrist, a psy- 
chologist, a psychiatrically trained social 
service worker and a nursery school teacher 
to supervise the play room were added to 
the hospital staff. The psychiatrist worked 








298 


on a part time basis and the others full 
time. In order to obtain necessary funds 
this group was designated a “Psychiatric 
Unit” but the members of the group are 
an integral part of the hospital staff and 
they do not constitute an autonomous ser- 
vice. 

A larger playroom was constructed next 
to the one already in use with an adjoining 
observation corridor and a one way vision 
mirror. This room was equipped with toys 
of various types, material for finger and 
water color painting, slides and mats. 
Larger slides, a sand box, a jungle gym and 
building blocks were placed on the open 
porch but could be used only in good weath- 
er during the summer months. The smaller 
play room was equipped with a carpenter’s 
bench, chairs and tables and used mostly 
for the older children and for psychological 
testing. 

The primary purpose of this effort as 
suggested above, was to minimize as far 
as possible the psychological trauma occur- 
ing during hospitalization. It was also pro- 
posed to evaluate the emotional status and 
intellectual development of the children who 
came to the hospital with different com- 
plaints. It was not intended that children 
with gross behavior disorders or psychia- 
tric disturbances should be sought or 
treated. 

This is still our intention but since these 
facilities are known to exist, this policy is 
increasingly difficult to maintain. Such 
children are occasionally admitted for a pe- 
riod of observation and evaluation when 
beds are available. No attempt is made to 
‘sarry out long term psychiatric treatment 
of severely disturbed youngsters. When 
these problems are recognized the parents 
and referring agencies are advised of the 
necessity, and assistance is rendered in the 
initiation of psychotherapy or in the selec- 
tion of the proper institution if this is 
thought advisable. 

In actual practice it proved impossible 
with the available personnel to evaluate the 
emotional and intellectual status of all the 
patients admitted to the hospital. However, 
it is felt that all of the patients have been 
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influenced by the activities of the Psychia- 
tric Unit either directly or indirectly and 
about 65 per cent of them have had per- 
sonal attention from one or more members 
of the team. Approximately 20 per cent of 
the patients have been investigated thor- 
oughly and their subsequent course foi- 
lowed. 

The first and a most important step in 
the adequate emotional adjustment of the 
child and the family to the hospital experi- 
ence is the greeting on arrival. The recep- 
tionist, the staff of the business office and 
the admitting room personnel must have a 
friendly, cordial and reassuring attitude. 
Those of us who are in and out of hospitals 
daily forget that a hospital may be a 
strange and even terrifying place to the 
child and to the parents. A person with 
an unfriendly or austere manner may be 
efficiently utilized in some capacities but 
should never be tolerated in the admitting 
area of a hospital. 

The method of treating patients in the 
Boston Floating Hospital does not differ 
appreciably from that practiced in other 
general hospitals. The method of handling 
the children does differ, however, from the 
conventional pattern. The student and grad- 
uate nurses attempt to act as “mother sub- 
stitutes” for their small patients and are 
friendly and considerate of every one. The 
director of the play room and her volunteer 
assistants go through the wards the first 
thing each morning with well stocked carts 
and see that each patient has toys, play or 
work materials suitable for their age and 
physical condition. She also decides at this 
time, with the help of the attending phy- 
sicians and nurses, which children are to 
be taken to the playroom. Wheel chairs 
are supplied in order that semiambulatory 
children may get about the ward some and 
play pens are available for the toddlers. 

The members of the Psychiatric Unit are 
on the wards daily and are available to the 
members of the medical and nursing staffs 
for discussion of individual patients. Psy- 
chometric testing, observations of behavior, 
a psychiatric social history and the opinion 
of the psychiatrist about individual patients 
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may be obtained by specific request of the 
physician in charge of the patient. The se- 
lection of the patients for more complete 
emotional and intellectual evaluation has 
been casual. In the majority of instances 
the medical staff has requested help after 
they have failed to explain an illness or 
symptom by conventional methods of scien- 
tific investigation. In many cases some 
member of the medical or nursing staff has 
felt that a child was emotionally disturbed 
or was poorly adjusted to the hospital situa- 
tion and has requested such an evaluation 
and a number of children have been ad- 
mitted because of specific disorders of be- 
havior. 

I should like to present statistical data 
to show the effectiveness of this approach 
in handling sick children but we have been 
unable to compile data that is valid. Nor 
will it be possible to obtain figures compar- 
eble to those showing the effectiveness of 
penicillin in the treatment of pneumococcus 
pneumonia. But, we have become increas- 
ingly aware of the variety of somatic symp- 
tomatology that can be produced by emo- 
tional disturbances and environmental fac- 
tors. And, we believe that the deleterious 
effects of illness and hospitalization on the 
attitudes and emotional development of 
children can be prevented and that the hos- 
pital experience can even be made a benefi- 
cial one. 

CASE REPORTS 

This is a brief summary of a relatively 
uncomplicated case history as an illustra- 
tion of this approach. 

John C.—was referred to the hospital at the age 
of 5 9/12 years from a neighboring state with the 
request by his pediatrician that after the boy had 
recovered from the acute episode he be investigated 
because of recurring attacks of abdominal pain 
and vomiting. The family history was remarkable 
only in the occurrence of allergy on both sides. 
The prenatal, natal, and growth and development 
histories were all normal. The child had always 
had a finicky appetite and had been thin but he 
had been very well. Six months previous to ad- 
mission he became acutely ill with appendicitis 
but made a rapid and uneventful recovery follow- 
ng operation. After this he had recurring at- 
tacks of abdominal pain and vomiting lasting one 
to three days at intervals of two to four weeks. 
When he arrived in the hospital he had been vom- 
iting for three days. He appeared mildly ill and 
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showed evidence of moderately severe dehydra- 
tion and acidosis. He was given fluids parenterally 
and recovered within a few hours following which 
a conventional investigation was unfruitful. 

The youngster was unusually bright with an 
outstanding: vocabulary and an intelligence rating 
of 128. He showed no indication of emotional in- 
stability during the psychological test but was dis- 
turbed and insecure in his behavior on the ward. 
The father was 48 and had an agreeable pleasant 
personality. The mother was 46, an _ ex-school 
teacher, very rigid and overprotective in her at- 
titudes towards the boy. 

Therapeutic efforts consisted of reassurance of 
the parents concerning their fears of physical dis- 
turbances and discussions of the influence of the 
various environmental factors on their son. Four 
months and a year later they wrote us that John 
was greatly improved. He had had no attacks of 
vomiting and was doing very well in school and 
at play. 

Ruth L.—A 14% year old white Jewish female 
was first seen at the Boston Floating Hospital 
in April 1949 at the age of 12 years with a history 
of hepatitis at the age of 9 years. Her jaundice 
had persisted throughout the ensuing six to eight 
months but then she had appeared well till she 
reached approximately 10 years of age at which 
time she was found to have liver damage, an en- 
larged spleen, and secondary anemia, at another 
hospital. She was then treated with liver and vita- 
min preparation and did fairly well for the en- 
suing two years prior to her first admission to 
this hospital. However, her activity had been con- 
siderably limited. Her appetite had been poor and 
weight gain only fair. Diagnosis of cirrhosis with 
splenomegaly and Banti’s syndrome picture was 
made at that time. Patient underwent splenectomy 
with splenorenal anastomosis. 





For the ensuing fifteen months the patient did 
fairly well with a fair record of school attendance 
but her activity had been limited. She has been 
maintained on a high protein, high carbohydrate 
diet with intermittent liver and iron therapy. In 
July 1950, at 14 years of age, she was readmitted 
with history of tarry stools of three days’ dura- 
tion. She also gave a history of some anorexia 
and fatigue. X-rays at that time revealed eso- 
phageal varices and although it was felt that her 
anastomosis was probably not completely function- 
ing no further therapy was thought advisable at 
this time. She was discharged home. 

Beginning about this time she began to have oc- 
casional loose stools with bright red blood. 

The next admission was approximately six 
months later when she entered with the complaint 
of diarrhea, fresh blood in the stools occasionally, 
and frequent “canker sores” in the mouth. Barium 
enema at that time revealed extensive ulcerative 
colitis of the bowel. Repeated barium swallow 
confirmed the esophageal varices. Liver function 
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studies were consistent with a chronic hepatitis or 
cirrhosis of moderate degree. She had a moderate 
anemia which was completely corrected by trans- 
fusion therapy. She was seen in consultation by 
the various interested services including medical, 


The 


consensus of opinion was that attempt at a medical- 


surgical, gastroenterological, and psychiatric. 
psychotherapeutic regime was advisable. She was 
placed on ACTH and chloromycetin and a diet of 
high caloric, high carbohydrate, high protein, mod- 
erately low fat and moderately low residue. Psy- 
chotherapy was maintained first on a level of re- 
assurance and encouragement and as the diarrhea 
improved and the patient in general showed good 
and 
psychotherapy was carried out. At first the psyx- 
chotherapy was based around the relationship with’ 
her officer. However, as the patient im- 
proved, all of the hospital personnel were called 
into play, including the visiting staff, the house 


response she was ambulated more intensive 


house 


officers, the psychiatrist, the clinical psychologist, 


the psychiatric social service worker, the playroom 
teacher, the graduate and student nurses. 
The solving of Ruth’s colitis problem was 


brought about because of several important fac- 
tors. We felt that liver 
disease she had become essentially an invalid for 
the last six or of her life and had 
developed a strong relationship with her mother 
in which there was mutual dependency and hos- 
tility. The child in her early life had indicated 
greater than average energy. She was especially 
athletic, favoring male companionship and athletic 
activities rather than female. Since illness 
she had been completely frustrated and her normal 
outlets for this aggression had developed more an 
Family in turn 
activities. 


because of her chronic 


seven years 


her 


attitude of hostility and rebellion. 
had been withdrawn from their 
Family life had been centered around Ruth’s ill- 
ness. Interviews with the mother were carried out 
by several of the staff with the intent to secure 
an insight into Ruth’s emotional problems as re- 
lated to her medical illness and to help the mother 
to better adjust her own life and activities in con- 
nection with Ruth’s many problems. After six 
weeks of hospitalization the patient was discharged 
home, to return each week for physical examina- 
tion and psychotherapy. She was urged to par- 
ticipate in as many activities as she physically felt 
Her diet was to be normal and she was 
advised to occurrences of ab- 
dominal cramp and loose stools. While home the 
mother would call the hospital frequently, report- 
edly at Ruth’s request, to report each complaint 
as it occurred, to ask for advice regarding it. 


social 


able to. 


expect occasional 


She was readmitted approximately seven weeks 
following discharge with fever and chills and evi- 
dence of an urinary tract infection. Repeated 
studies made at that time showed slightly poorer 
Patient had slight clinical icterus 
It was strongly felt 


liver function. 
of the sclerae and ascites. 


‘ 
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that patient should go to a convalescent home rai} 
er than to her family home for a short period of 
observation, since the family become completely 
frightened and apprehensive and the patient 
serving their feeling becorfes again more agg? 
sive, apprehensive, and hostile. 


f. 


She was at a convalescent home for children jor 
approximately three weeks where she did very we'll, 
showing a good appetite, disappearance of the 
icterus and ascites, and maintained normal stools, 
However toward the end of her stay at the home 
she expressed a marked feeling of frustration, due 
to the fact that her activities were limited, that 
there were no faciiities for outside play. She has 
developed a much more mature attitude to he 
problem and has developed considerable insight. 
She is able to withstand her occasional symptoms 
of nausea and abdominal cramp with the realiza- 
tion these will continue to occur but are usually 
It is now planned she will be 
boarded at a farm which she herself has suggested. 
She will, however, continue her psychotherapy and 
interviews at bi-weekly or monthly intervals as 
needed. 


only temporary. 


COMMENT 

The utilization of a team consisting of a 
psychiatrist, a psychologist, a psychiatrical- 
ly trained social service worker and a nur- 
sery school teacher as a part of the staff 
of a general pediatric hospital has been de- 
scribed. This group is not a separate unit, 
but functions as a part of the regular hos- 
pital staff, adding another weapon for the 
examination of children—an_ intellectual 
and emotional evaluation. This approach 
has been undertaken with the idea that 
these factors are extremely important in 
the resistance and reaction to disease and 
in the recovery from illness. 

The program has proved helpful in the 
management of patients but has been of 
even greater importance in stimulating in- 
terest in mental hygiene. The medical 
students, physicians, nurses and other hos- 
pital personnel have become increasingly 
aware of emotional and intellectual develop- 
ment and their relationship to physiological 
function both in health and in disease. 
These factors are studied in supposedly nor- 
mal, well adjusted children before the de- 
velopment of abnormal behavior patterns 
seen later in life. 

There is need for further careful observa- 
tion in this direction and fundamental in- 
vestigation of emotional and intellectual de- 
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velopment in order to obtain a better under- 
standing of these factors and more clearly 
delineate their interrelationship. 


oO 
a VU 


THE PSYCHOTHERAPIST 
ROBERT A. MATTHEWS, M. D. 


NEW ORLEANS 





When we speak of psychotherapy we 
must also inquire “Who is the psychother- 
apist 2?” 

What sort of an individual should under- 
take this formidable task, the task of at- 
tempting to mould in a favorable direction 
the very character, the personality of an 
individual? 

Who should undertake the job of help- 
ing that individual rid himself of deep- 
seated, significant, emotional conflicts, 
help him become free of crippling preju- 
dices, aid him in becoming less fearful of 
basic aggressions, enable him to use his 
assets creatively? Who is to help that per- 
son make full use of his innate potentials 
for intellectuality, emotionality and sensu- 
ality, and to lead him to the attainment of 
an inner freedom which will allow him to 
work creatively in his milieu and to estab- 
lish healthy, meaningful and pleasurable 
interpersonal relationships so that life can 
be worthwhile, an exciting experience? 

To be adequate, to cope with such an as- 
signment, the therapist must himself be- 
lieve in life, believe in the ability of human 
beings to change, to grow emotionally, to 
assume greater stature, and to measure up 
to those possibilities mentioned above. He 
must like people, he must be interested in 
people and things, and he must be alive, 
alert, and enthusiastic. He must know— 
not just think—that people can change, 
and he must believe in his ability to be of 
help to that individual in directing change 
in the proper direction. He must be like a 
catalyst in a chemical reaction, something 
which permits the reaction to take place, 
which allows it to move towards the de- 


Professor and Head, Department of Neuropsy- 
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sired goal and to accelerate the speed of 
that reaction. 

The psychotherapist must be tempera- 
mentally compatible with the patient. He 
cannot treat an individual whom he dis- 
likes. Theoretically, insights into his own 
personality, provided by his training, 
should make it unlikely that there would 
be many patients whom the therapist dis- 
likes, but in actuality few achieve that de- 
gree of growth which provides complete 
freedom from emotional reactions to cer- 
tain people with whom they come in con- 
tact. 

The therapist must have the willingness, 


- the ability, and the energy to give. He must 


have the ability to allow people to get close 
to him to achieve emotional rapport, so 
that the patient can for the first time in 
his life establish a completely honest rela- 
tionship with another human being; can 
remove his mask. He must provide encour- 
agement and support because without this 
help the individual frequently lacks the 
urge or the strength to go on. If he is too 
passive many a patient capable of respond- 
ing adequately to treatment will lose heart 
and regress still further. The most effec- 
tive psychotherapists that I have known 
have been energetic, friendly people who 
would never quite accept the fact that a 
particular patient could not recover. Even 
though they intellectually looked upon the 
“ase as having a most unfavorable prog- 
nosis their own energy and optimism, their 
own enthusiasm, would not let them say, 
“Nothing more can be done.” They would 
say, “We have done this much but let us 
try again.”’ The very strength of the ther- 
apist’s personality carries over to the pa- 
tient and his family. The individual will 
often take new heart and it is amazing to 
observe patients which some less compe- 
tent physician had given up as unsuitable 
for treatment begin to work effectively 
with an experienced, energetic therapist. 
GOOD LISTENER 

In considering the basic requirements of 
personality and professional ability of a 
psychotherapist, Frieda Fromm Reich- 
mann has stated that if she were asked to 








302 


answer the question in one sentence as to 
what constituted a proper background for 
such a physician she would reply, “The 
psychotherapist must be able to listen.” 
She has pointed out that to be able to listen 
and to gather information from another 
person without reacting along the lines of 
one’s own problems or experiences of 
which one may be reminded, perhaps in a 
disturbing way, is an art. It is a form of 
interpersonal exchange which a few peo- 
ple are able to practice without special 
training. To be in command of this art 
may not be tantamount to actually being 
a good psychotherapist but it is a prereq- 
uisite for all forms of intensive psychother- 
apy. It may be further stated that if it is 
true that the therapist has to avoid react- 
ing to the patient in terms of his own life, 
he must have enough sources of satisfac- 
tion and security in his nonprofessional 
life to forego the temptation of using his 
patients for the pursuit of his personal 
satisfaction or security. If he has not suc- 
ceeded in getting the personal fulfillment 
in life which he wants and needs he should 
realize that his attitude toward the sources 
of dissatisfaction and unhappiness in his 
own life must then be clarified and inte- 
grated to the extent that they do not in- 
terfere with his emotional stability and 
with his ability to concentrate upon listen- 
ing, follow significant leads, and ultimately 
help the patient arrive at interpretations 
which are appropriate to his problem and 
not the therapist’s. The psychotherapist 
must have enough security so that there 
has been a fulfillment of his wishes for 
prestige and of his being able to use suc- 
cessfully his powers, skills, and abilities 
for interpersonal goals within the range of 
his interest. If a therapist has not achieved 
this in his own life he may be unable to 
help the patient do so. 
MUST BE RECEPTIVE 

In association with the therapist’s ability 
to listen he must be able to accept the pa- 
tient’s resentments, complaints, and dis- 
satisfactions including expressions of dis- 
approval against himself. The psychia- 
trist’s sense of security undergoes, of 
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course, its greatest test when it is sub- 
jected to the patient’s display of hostility. 
Such patients react hostilely to the hostile 
behaviour and shortcoming of the influeii- 
tial adults in their environment, including 
the therapist, and they transfer to him 
anger and resentment engendered by pre- 
vious experiences. This does not necessar- 
Hy mean that he should always accept un- 
bridled expressions of aggression from his 
patient since many immature hysteric in- 
dividuals express themselves in the form 
of substitute temper tantrums. It is a part 
of psychotherapy upon occasion to help the 
individual develop some power of restraint, 
some capacity for repression made neces- 
sary by the environment in which we live. 

The therapist on the other hand must be 
secure enough to be able to recognize the 
fact that he is not omnipotent, that he may 
have to accept «compromise goal. He must 
realize that only a rlatively poor adjust- 
ment may be the best that certain patients 
can achieve so that he does not feel frus- 
trated when only a limited goal can be 
gained. Frequently inexperienced psychia- 
trists set a goal far beyond the patient’s 
own capacity and become disheartened and 
doubtful of their own ability when the goal 
is not achieved. 


I 


KEEN INSIGHT ESSENTIAL 

It is obvious that the psychotherapist 
must have more than erudition: he must 
have great capacity for empathy. He must 
be able to feel with the patient. In associa- 
tion with this feeling-state there comes a 
certain intuition which he should try to cul- 
tivate and understand. It is probably not 
really intuition but some spark lighted in 
his mentation based on past experiences in 
conjunction with his capacity to feel which 
gives him keen insight into significant 
aspects of the problem. With a little 
thought about these impressions (taking 
nothing for granted) an otherwise obscure 
situation may quickly become clarified. 
The psychiatrist himself must recognize 
that he may have some mood variations. 
They may not necessarily represent cyclo- 
thymic aspects in his personality but he 
must realize that at certain times he is in- 














tellectually less alert because of fatigue or 
toxic factors when his powers of concen- 
tration then function at a lower level, and 
that these moods may affect his judgment. 
If he has sufficient insight into this he can 
postpone judgment until another day. 


The therapist must be willing to bear 
much responsibility for his patient while 
he is waiting for him to achieve some res- 
olution of his conflict and find a better 
type of adaptation. He must be permissive, 
in the sense that he is understanding, of 
any form of human behaviour based on 
his knowledge of motivation. This does not 
necessarily mean that he approves of be- 
haviour which is socially and personally 
destructive and harmful. He himself must 
have broad knowledge in the field of the 
social sciences so that he can have some 
understanding of cultures other than his 
own. He should be experienced in the field 
of psychology, psychopathology, and an- 
thropology. It would be fortunate if he is 
of a literary bent because many patients 
find it possible to achieve more readily an 
intellectual rapport with a physician who 
is widely read and has some knowledge of 
fields of endeavor in which they are inter- 
ested. The patient who is an engineer ap- 
preciates his doctor having a_ talking 
knowledge of engineering. The business- 
man gains respect for the physician who 
knows something about the problems cur- 
rently confronting the industrialist; it will 
be helpful if the psychiatrist is familiar 
with the problems of industrial psychiatry. 

The therapist must have a capacity to 
exhibit restraint regarding several points. 
He must avoid the temptation so frequent- 
ly present to give the patient too quickly 
a full statement of his own understanding 
of his character and personality defects. 
He must avoid the necessity of dominating 
patients because of his own need for power 
or control. He must not try to solve his 
own personal problems by pressing pa- 
tients into attitudes and reactions foreign 
to their needs and temperament. He must 
not give counsel or advice based on preju- 
dices or complexes that do not have a par- 
ticular requirement for the patient. He 
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must not try to press the patient ahead 
faster than he is capable of going just be- 
cause the mental mechanisms are perfectly 
apparent to him and he is annoyed that the 
patient is not making greater progress. He 
must avoid showing feelings of disappro- 
val of the patient’s acts and attitudes. A 
non-rejecting attitude is essential to suc- 
cessful psychotherapy. Moralistic  re- 
sponses upon the part of the therapist are 
seldom helpful and often harmful. It is es- 
sential to follow the dictum that the phy- 
sician should be moral but not a moralist. 
IMPORTANCE OF EVALUATING PATIENT 

The psychiatrist’s own self-respect is of 
considerable significance for the therapeu- 
tic procedure. If it is true that one’s ability 
to believe in others is dependent upon the 
development of one’s own self-esteem then 
only a self-confident psychotherapist is 
capable of maintaining a good opinion of 
his patients and of meeting them on the 
basis of mutual human equality. The psy- 
chiatrist will keep in mind that he is super- 
ior to his patients only by his special train- 
ing experience and not necessarily in any 
other way. His patients may frequently 
have greater personal assets than he has. 
The fact that a person needs psychiatric 
help in handling his difficulties in living 
by no means constitutes any basic infer- 
iority. Only the psychiatrist who realizes 
this is able to listen to his patients in such 
a way that there may be a psychotherapeu- 
tic success. If the psychiatrist has respect 
for his patients it will be a safeguard 
against the mistake of assuming an atti- 
tude of personal “irrational authority” in- 
stead of listening and conducting therapy 
in the spirit of collaborative guidance. An 
authoritarian behaviour is harmful not 
only because it interferes with the patient’s 
efforts to achieve growth and maturity but 
also because it constitutes a traumatic 
repetition of the authoritarian aspects of 
the cultural pattern in general and of the 
paternal pattern in particular to which 
most mental patients have been harmfully 
subjected in their past. However, there 


may be, as mentioned above, place for a firm 
approach 


authoritarian where patients 
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have regressed to an uncontrolled state 
akin to that sometimes seen in children. 
A firm, secure, nonrejecting parent is not 
afraid at that point to step in and give 
nonpunitive direction which not only pro- 
vides a certain feeling of security for the 
patient but adds to his belief in the thera- 
pist. Just as the child does not respect the 
weak ineffectual parent whom he can dom- 
inate, neither does the patient respond ef- 
fectively when he observes the same lack 
of strength in the therapist. 
DOCTORS ANNIETY A MEASURING ROD 

The therapist must be personally secure 
because where there is lack of security 
anxiety is present, and where there is anx- 
iety there is fear of anxiety in others. The 
insecure psychiatrist is therefore liable to 
be afraid of the patient’s anxiety. Hence 
he may not want to hear about their anx- 
iety and their anxiety-provoking experi- 
ences. He may thwart the patient’s ten- 
dency to submit these experiences to psy- 
chotherapeutic investigation and feel called 
upon to give premature reassurance to the 
patient because he needs reassurance him- 
self. In doing so he is liable to obstruct his 
patient’s verbalization and this in turn in- 
terferes with the investigation of import- 
To the patient the doctor’s 


represents a measuring rod for 


ant material. 
anxiety 
his own anxiety. If the doctor is very anx- 
ious the patient may take that as a confir- 
mation of his own fear of being threatened. 
In other words, the doctor’s anxiety de- 
creases the patient’s own self-esteem. 

Since psychotherapy has a scientific basis 
but must be practiced as an art, attainment 
of as many of these qualities as possible is 
essential if one is to be a successful thera- 
pist. Although none can expect to achieve 
perfection an objective evaluation of his 
own qualifications to practice this art will 
keep the physician ever alert to the need to 
improve his skill and to discover 
technics. 


new 
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TREATMENT OF MILD KNOCK KNEES 
AND PRONATED FEET IN 
CHILDHOOD* 


RESULTS IN 63 CASES 
GUY A. CALDWELL, M. D.7+ 
RICHARD L. SHORKEY, M. D.t 
THOMAS L. DUNCAN, M. D.7+ 
NEW ORLEANS 


It has been our belief that in most in- 
stances knock knees and bowlegs in chil- 
dren represent a physiologic cycle which 
does not require intensive treatment, such 
as bracing, plaster wedging, and osteotomy. 
To prove this we reviewed 63 cases of genu 
valgum and genu varum treated in most in- 
stances with simple shoe wedges and, in a 
few instances, with nothing at all. Excel- 
lent or good results were obtained in over 
77 per cent of these cases. 

PHYSIOLOGIC CONSTDERATIONS 

We believe that almost every normal 
child passes through a physiologic cycle in 
regard to alignment of the lower extremi- 
ties. A child is born with moderate bow- 
legs. As he stands and takes his first steps, 
he walks on a wide base for balance 
(Fig. la.) This usually is then corrected 
by development of a knock knee deformity 
(Fig. 1b), although femoral and tibial bow- 





Normal progress of bowlegs through 


Figure 1. 
knock knees to final correction. 


*Presented at the Seventy-First Annual meeting 
of the Louisiana State Medical Society, New Or- 
leans, May 9, 1951, and before the meeting of the 
Ogden Surgical Society, May 25, 1951, in Ogden, 
Utah. 

+From the Department of Orthopedics, Ochsner 
Clinic and the Division of Orthopedics, Tulane 
University of Louisiana, School of Medicine, New 
Orleans. 

tFellow in Orthopedic Surgery, Alton Ochsner 
Medical Foundation, New Orleans. 
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ing may still actually be present. 
he has normal feet, he will then toe in as 
he walks, in an attempt to correct the knock 


knees (Fig. le). As he toes in, he tends 
to rotate internally at the hips, and thus 
the lateral side of the knee faces more to 
the front. With the internally rotated lower 
extremity fixed firmly to the ground as 
he takes a forward step, the forward thrust 
of weight through the knee tends to 
straighten out the knock knees. Further- 
more, by toeing in, the inner border of the 
foot is raised, and the arch is formed. After 
the knock knees have been corrected and 
the arch is formed, there is no further need 
for toeing in, and the child toes straight 
ahead (Fig. 1d). 
PATHOLOGIC: VARIATIONS 

The pathologic variations of this picture 
are obesity, malnourishment, congenital 
flat-feet, and internal and external rotator 
contracture of the hips. We are not consid- 
ering rickets, a deficiency disease in which 
bowlegs may be only one of its manifesta- 
tions, or tibia vara (Blount’s disease), 
which occurs long after the normal cycle 
is weli on its way to completion. 

Development in the obese child may stop 
at the bowlegged stage or the knock knee 
stage, because the normally soft bones of 
infancy tend to deform further with the 
added superincumbent weight. Thus, a fat 
baby, although a pleasure to parent and 
pediatrician alike, stands in peril of hav- 
ing deformed legs. We have urged dietary 
control of obesity in infants, and have noted 
poor results of treatment when reduction 
was not accomplished. 


The undernourished child, on the other 
hand, is generally thin and lanky. His weak 
muscles are unable to support his joints, so 
that deformities will occur in the lines of 
least resistance. Because of poor carbohy- 
drate and fat intake, protein is not spared 
and must be used for caloric requirements, 
depriving him of adequate “building 
blocks.” For this reason, growth is er- 
ratic, and the combination of soft bones, 
weak ligaments and poor muscle power 
tends to increase, rather than decrease, the 
deformity. 
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The child with congenital flatfeet cannot 
toe in, since the valgus position of the heel 
and forefoot prevents this. The term, con- 
genital flatfeet, is used broadly here, to in- 
clude simple flatfeet, congenital calcaneo- 
valgus and calcaneonavicular or calcaneo- 
astragalar synostosis. 

External rotator contracture of the hip 
prevents even a normal range of internal 
rotation. A certain amount of this is phy- 
siologic early in infancy, but, in normal 
subjects, should disappear. On the other 
hand, internal rotator contracture may de- 
velop in some children whose tendency to 
toe in is greater than normal, and special 
measures may be needed to correct this. We 
have never observed a cycle of bowlegs, 
knock knees, and further reversion to bow- 
legs. Therefore, persistent internal rotator 
contracture of the hips is important only 
in its effect on the gait and in producing 
lateral callosities of the feet. 

MATERIAL AND METILOD 

Since 1942 we have seen approximately 
200 patients with bowlegs and knock knees 
of the psysiologic variety of childhood, ex- 
cluding those with actual bony disease. Of 
these, we have been able to re-examine and 
evaluate results in 63. With a few excep- 
tion, to be noted, treatment consisted of 
use of medial heel wedges and dietary and 
vitamin adjustment when indicated. In this 
regard we have noted no cases of actual 
florid rickets, and radiographic reports of 
“healed rickets” in many instances are open 
to serious question, since we do not believe 
that the mere widening of a metaphysis in 
the absence of other signs is sufficient evi- 
dence upon which to base a diagnosis of 
previous rickets. One patient in the present 
series had supracondylar osteotomies, and 
one patient wore braces for three months 
for intoeing beyond a normal limit. 

Medial heel wedges are used for both 
knock knees and bowlegs. Since the feet 
in both cases are pronated, the weight con- 
centration falls to the medial side of the 
foot (Fig. 2). By overcoming the pronation 
of the heel, the wedge causes the weight 
concentration to be distributed closer to the 
axial line of the lower extremity. More- 
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weight bearing in 


Figure 2. Distribution of 


bowlegs and knock knees. 


over, in both cases, the ankle mortice and 
subastragalar joint are protected from ab- 
normal motion and consequent deformity. 
In knock knees, the medial collateral liga- 
ment of the knee is usually tense and, by 
raising the inner border of the heel, stress 
is removed from this structure, allowing it 
eventually to tighten. Furthermore, in 
knock knees the medial heel wedge will 
cause the foot to pivot internally as weight 
is borne, thus producing the intoeing neces- 
sary to correct knock knees. In bowlegs, 
where this intoeing may be troublesome, a 
short outer sole wedge may be added so 
that when the heel is raised in the take-off, 
the foot will pivot laterally. 

The vitamin intake of the patients in this 
determined on admission and 
usually was found to be adequate. If it 
seemed low, it was adjusted accordingly. 
Of the 6 patients who were treated by the 
infron regimen advocated by Morris,' re- 
sults were good in 3, fair in 1 and poor in 
1; the other one improved but was not fol- 
lowed long enough for accurate evaluation. 
However, Morris was treating infantile 
rickets in clinic patients whose previous 
diets could be considered inadequate; 
whereas the present series consists of pri- 
vate patients where rickets presented no 
problem. Moreover, our patients who re- 
ceived infron were past the age when such 
therapy is thought to exact its maximum 
benefit. 


series was 
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No particular attempt was made to con- 
trol these patients’ diets except to urge re- 
duction in obese children and attempt io 
build up obviously malnourished ones. This 
problem in general was handled by the 
pediatrician or family physician. Five pa- 
tients in the series remained obese; in the 
3 with bowlegs the results were good in 
one and fair in 2, and in the 2 with knock 
knees the results were fair in one and poor 
in one. The poor result is so bad as to re- 
quire surgical correction. 


ANALYSIS OF RESULTS 

For the purpose of analysis, the cases 
were divided into groups, according to age 
upon admission but the results in these 
groups varied so little from the complete 
picture that they were omitted. The cases 
were further subdivided according to se- 
verity of the condition into mild, moderate, 
and severe. We arbitrarily designated as 
severe those with over 10 cm. separation of 
malleoli with condyles touching in knock 
knees, or over 10 cm. separation of condyles 
with malleoli touching in bowlegs. Cases 
were designated as moderate when there 
was separation of 5 to 10 cm. and those 
with separation of less than 5 cm. were 
designated as mild. One might argue that 
separation of 10 cm. in a child 80 cm. tall 
is not as bad as in a child 70 cm. tall, but 
such an argument is academic, since both 
would be abnormal. Final results were 
predicated more on a clinical basis, accord- 
ing to the age, height and appearance of 
the child. In general, we believe that sepa- 
ration of less than 2.5 cm. in a child older 
than 9 or 10 years constitutes an excellent 
result, and that a little more than this con- 
stitutes a good result. Both are satisfac- 
tory from a cosmetic standpoint, and more 
importantly, from a functional standpoint. 
If correction occurs with growth, further 
correction may be reasonably expected un- 
til growth ceases. Experience has shown 
that valgus and varus deformities of the 
knees in adults predispose to faulty joint 
mechanics and disabling hypertrophic 
changes, a fact which may not be generally 
recognizable. This is the reason why we 
believe it is so important to correct this 
condition in childhood. 
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There were 2 cases of knock knees in 
children under one year of age, but both 
were walking when seen. Both are showing 
spontaneous improvement without shoe 
wedges but have not been followed long 
enough to determine the final result. 

Of 51 patients with knock knees, more 
than one year old, 10 have not been fol- 
lowed long enough to determine the final 
result. Of the remaining 41, results were 
excellent in 10 and good in 20, or a total 
of 30 satisfactory results. There were 9 
fair results and only 2 poor results (Table 
1). Of 10 additional patients who have 
not been followed long enough to determine 
final results, 8 were improving at the time 
of evaluation and 2 were not improving. 

TABLE 1 
RESULTS IN 51 CASES OF KNOCK KNEES 
ACCORDING TO INITIAL SEVERITY 


Improving* 
Improving* 


Excellent 


Fair 
Poor 


Initial 
Severity 


Z 
Mild 7 10 5 2 4 0 
Moderate 3 8 4 0 3 2 
Severe 0 2 0 0 1 0 
Total 10 20 9 : 8 2 
Total % 19.6 39.2 17.7 3.9 15.7 3.9 


‘Causes not followed long enough for evaluation 


Of 12 patients with bowlegs the results 
were excellent in 3, good in 8 and fair in 
one (Table 2). It is interesting to note 
that in 8 of the 12 patients the bowlegs 
reverted to knock knees sometime during 
the course of treatment and actually we 
were evaluating the state of their knock 
knees, 

TABLE 2 


RESULTS IN 12 PATIENTS WITIL BOWLEGS 
ACCORDING TO INITIAL SEVERITY 
tial 

Severity Excellent Good Fair 
Mild 1 6 1 
Moderate 2 2 0 
Severe 0 0 0 
Total 3 8 1 
Total % 25 66.6 8.4 


As additional support of our contention 


that the time element is important in these 
children we reviewed the records of all pa- 
tients with either bowlegs or knock knees 
who were seen at the age of 3 years or 


307 


earlier, and who were followed to the age 
of 6 years or over. There were 20 of these, 
in 7 of which the result was excellent and 
in 9 good, which represents a total of 16 
satisfactory results, with but 4 fair results 
and no poor results (Table 3). 


TABLE 3 

RESULTS IN 20 PATIENTS WITH KNOCK KNEES 

AND BOWLEGS SEEN AT AGE OF 3 YEARS 

OR UNDER AND FOLLOWED TO THE 
AGE OF 6 OR MORE 

Initial 
Severity Excellent Good Fair Poor 
Mild 4 4 1 0 
Moderate 3 4 3 0 
Severe 0 1 0 0 
Total 7 9 4 0 


Since it is believed that the degree of 
pronation of the feet has an effect on the 
result, the results were correlated with the 
condition of the feet at the final evaluation 
(Table 4). Most of the patients with ex- 

TABLE 4 
CORRELATION OF FINAL RESULTS OF KNOCK 
KNEES AND BOWLEGS WITH EXTENT OF 


FOOT PRONATION AT FINAL 
EVALUATION 
“ oe bo 
; £ gs § g@ Sa 
= ns = & k eit 
Normal feet } 8 2 1 0 1 
Mild pronation 8 14 4 0 1 
Moderate 
pronation 1 5) 4 1 1 0 
Severe pronation 0 1 0 0 0 0 


cellent or good results had either normal 
feet or only mild pronation. For this rea- 
son, we have come to believe that serious 
efforts should be made to overcome the 
pronation by exercise and shoe corrections, 
when dealing with alignment problems of 
the legs. 

In analyzing our fair and poor results, 
we were able to state definitely that one 
poor result was due to excessive obesity. 
There was no apparent cause for the other 
poor result. Of the 10 fair results, there 
was no apparent reason for the results ob- 
tained in 6. Of the remainder, one was 
obese, one had pronounced internal tibial 
torsion with tibial bowing and compensa- 
tory knock knees, which will undoubtedly 
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require derotation osteotomies, the third 
wore shoe corrections for only two months, 
and the fourth showed persistent out-toeing 
which was the opposite of what he needed 
to provide the correction. However, further 
improvement in at least some of the unsat- 
isfactory group can be expected with con- 
tinued growth. 
DISCUSSION 

We believe that there is sufficient evi- 
dence to justify conservatism in the treat- 
ment of physiologic variations in the align- 
ment of the lower extremities of infants 
and young children. Operative measures, 
when necessary, should be delayed until the 
child is at least 10 years old. No braces 
were used in this series with the exception 
of one child who wore them only three 
months, and another child who wore them 
after osteotomies. However, we believe that 
although they do not appear to be essential, 
they may be worth a trial in the more se- 
vere cases. 

This survey has resulted in modification 
of our method of treatment in three ways. 
We formerly considered it necessary to see 
these patients at yearly or biyearly inter- 
vals. We now intend to have patients 
turn at six month intervals, since we 
lieve that the number of fair and poor re- 
sults could be reduced by paying more at- 
tention to problems of weight and foot im- 
balance. This leads to the second modifi- 
cation. We intend to attack the problem 
of foot pronation more vigorously. Finally, 
we intend to use a “swung-in” or supinator 
shoe to promote more pronounced intoeing 
and at the same time aid in preventing 
pronation. 


re- 
be- 


SUMMARY 
Results of treatment by use of medial 
heel wedges and dietary and vitamin ad- 


justment, when necessary, in 63 cases of 


infantile knock knees and bowlegs have 
been evaluated. Of those followed long 


enough for final evaluation satisfactory re- 
sults both from a cosmetic and functional 
standpoint were obtained in 77.3 per cent. 
As a result of this survey we have modi- 
fied our method of treatment in the follow- 
ing way: 
(1) Patients are instructed to return at 
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intervals of six months instead of year), 
or biyearly. 

(2) More vigorous attack is being mace 
to correct foot pronation. 

(3) A supinator shoe is used to encou: 
age more intoeing and prevent pronation. 
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CLINICAL SIGNIFICANCE OF MINOR 
INEQUALITIES IN LEG LENGTH* 
IRVING REDLER, M. D.+ 
NEW ORLEANS 


It is common knowledge that minor in- 
equalities in leg length frequently exist. 
Though often recognized, its significance is 
little appreciated in actual clinical practice. 

In a series of 99 cases it became clearly 
apparent that many patients with com- 
plaints of pain in the lower extremities and 
the back, presented no remarkable physical 
findings other than unequal leg lengths. A 
history of fracture, or bone disease, that 
might have caused this inequality could not 
be obtained. This is true of both adults and 
children. It was, therefore, reasoned that 
the inequality was idiopathic and, with its 
resultant faulty mechanics, was responsible 
for the patients’ complaints. A study and 
analysis of these cases forms the basis of 
this report. 

Minor discrepancies can be defined as 
those of such magnitude that they are un- 
recognized unless looked for, and then when 
found, are obvious. The average difference 
in leg length in this series was about one- 
half to five-eighths of an inch. The short- 
ening is readily detected in most cases. 
Many of the patients walk with a tendency 
to lurch, or tilt the body to the short side. 
It is frequently noted that, when standing, 
the knee on the longer side is slightly flexed 
in a subconscious effort to equalize the leg 
lengths. If the patient is asked to stand 
erect with both knees in complete extension, 





*Presented at the Seventy-first Annual Meeting 
of the Louisiana State Medical Society, New Or- 
leans, May 9, 1951. 


+From the Department of Orthopedics, Louisiana 
State University School of Medicine, New Ovleans. 
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the pelvic tilt becomes apparent. The arm 
on the shorter side will then fall further 
away from the side of the body, while the 
arm on the longer side falls closer to the 
body. (Fig. 1). If the patient attempts to 





Figure 1 


compensate for the pelvic obliquity by de- 
veloping a lumbar scoliosis, this deformity 
is immediately evident. 

Once the inequality is detected, it is con- 
firmed and estimated by the simultaneous 
palpation of the superior portions of the 
iliac crests. The examiner’s hands are 
placed on each crest, and, by observing the 
difference in the level of the hands, the 
amount of discrepancy is easily determined. 
It is imperative that both knees be held in 
complete extension. (Fig. 2). An appro- 
priate raise is then applied beneath the foot 
of the short extremity. If it is of correct 
height, the pelvis will now be level and the 
body will be in balance. This method is 
1uch more satisfactory than attempting to 
measure the length of the extremities by 
means of a tape from the anterior superior 
iliac spine to the corresponding internal 
malleolus. 

It was interesting that the vast majority 
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Figure 2 


of cases revealed shortening of the left 
lower extremity. This was found to be 
the case in 80 of 99 patients. The average 
discrepancy was one-half inch in most in- 
stances, but ranged from three-eighths to 
one inch. There was no correlation between 
the dominant hand and the shorter lower 
extremity. 
ADULT GROUL 

Four distinct complaints were commonly 
encountered among the adults: 

1. Low back pain. 
Sciatic pain. 

Pain about the knee. 
Pain in the ankle or 
the heel. 

Back pain: This group was the largest, 
and comprised 42 cases. There were 28 
females and 14 males. The left lower ex- 
tremity was shorter in 32 cases, the right 
in 10. The age range was from 19 to 76, 
the majority of cases being in the third and 
fourth decades. The complaint was lum- 
bosacral in 25 cases, right sacro-iliac in 6, 
left sacro-iliac in 8, and lumbosacral in 2. 
Most cases gave a rather protracted his- 
tory, some as long as 20 years. Upon phy- 
sical examination, other than cases with 
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foot, usually 
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acute painful backs, the finding in most 
cases was entirely negative. X-ray exami- 
nation in the majority of these cases re- 
vealed no significant abnormalities other 
than occasional mild lumbar scoliosis. One 
case presented a spondylolysis at L 5, and 
one a spondylolysthesis at L 5. Two cases 
had unilateral sacralization of the fifth 
lumbar vertebrae. All cases were given a 
shoe In addition, many were ad- 
vised to sleep in hard beds; some wore cor- 
sets. The majority obtained relief. 

Case Reports: The,following two cases 
are illustrative of this group: 

A 37 year old white female had complained of 
pain in the lumbosacral region since the age of 
14. The pain was worse in the morning on arising, 
after sitting, and 
stiffness. Physical 


raise. 


accompanied by considerable 
examination was essentially 
negative except for one-half inch of shortening of 
the left lower extremity. When a one-half inch 
book was placed under the left foot, the patient 


remarked that her back felt better. The heel of 


the left shoe was raised one-half inch. The relief 
was almost immediate, and the patient has re- 
mained asymptomatic during a two year period 


of observation. 

A 28 year old white male was referred to a urolo- 
ogist because of pain in the right lumbar region. 
In the course of a routine KUB, a questionable 
cyst in the the right 
Orthopedic examination 


femur dis- 


was 


neck of was 


covered. essentially 


negative, except for one-half inch of shortening 


of the left lower extremity. A shoe raise im- 
mediately eliminated the pain in the lumbar 
region. 


Sciatic pain: There were 15 patients in 
this group, 8 males and 7 females. Their 
ages ranged from 22 to 66 years. The age 
distribution was equally divided through- 
out the decades. The left side was shorter 
in 12 cases, the right in 3. In 10 cases the 
pain was on the longer side, or, on the side 
of the concavity of the lumbar scoliosis. It 
is, therefore, possible that actual compres- 
sion of a nerve root was a factor in the pro- 
duction of sciatic pain. In 6 of these cases, 
physical examination was essentially nega- 
tive. Of the remaining 4, 1 patient had a 
lumbar laminectomy because of intractable 
sciatic pain. Large epidural varicosities 
were found at operation. The relief was 
satisfactory, but he still complained of ten- 
sion and a pulling sensation in the back, and 
the posterior aspect of the thigh. Re-ex- 
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amination revealed there was one-half inch 
of shortening of the left lower extremity 
that apparently had been overlooked. A 
shoe raise was applied, which relieved the 
residual complaint. In a similar case, with- 
out positive physical findings, the applica- 
tion of a shoe raise failed to give any relief 
of symptoms. X-rays in this case revealed 
pseudo-spondylolysthesis of L 4 with very 
severe hypertrophic changes involving the 
articulations between L 4 and L 5. The pain 
in this case is now intractable, and opera- 
tion will be performed. A third case pre- 
sented pain in the region of the right sacro- 
iliac joint. X-ray findings were indicative 
of an osteoid-osteoma in the right ileum 
which was removed in two stages. Post- 
operatively pain developed in the back of 
the right leg which was not relieved by ele- 
vation of the shoe. Subsequent events dis- 
closed a severe psychoneurosis. A fourth 
case had a laminectomy performed for a 
ruptured disc with severe right sciatic pain. 
A years later, this patient still had resi- 
dual backache. Examination at this time 
revealed that there was one-half inch of 
shortening of the left lower extremity, ap- 
parently overlooked at the time of opera- 
tion. A shoe raise gave immediate relief 
of the back pain. 

Five cases had sciatic pain on the 
shorter side, or the side of the lumbar con- 
vexity. Three of these cases presented evi- 
dence of a ruptured intervertebral disc, al- 
though 1 has already obtained relief from a 
shoe raise. The other 2 cases failed to pre- 
sent any positive physical findings, and 
shoe raises in both these cases gave com- 
plete relief of symptoms. 

Case Report: The following case is illus- 
trative: 

A 52 year old white male complained of right 
sciatic pain off and on for the past five years. 
There had been no injury to his back. The pain 
began in the region of the right sacro-iliac joint, 
and radiated down the entire right lower extremity 
into the foot. 
numb. 


At times the foot and leg would get 
Peculiarly, this pain was only present o1 
Physi- 
cal examination was completely negative, except 
for five-eights of an inch of shortening of the 
right lower extremity. X-ray examination failed 
to reveal any pathological findings. A shoe raise 
was prescribed, and complete relief was obtained. 


standing, not during walking or reclining. 
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There were 7 cases in this 

Up, and 3 females. The left 
lower extremity was shorter in 4 instances, 
the right in 3. All complained of pain pri- 
marily in and about the knee, and the an- 
terior aspect of the lower thigh. It is in- 
teresting to note that the complaint of pain 
was present in the knee on the longer side 
in 6 out of 7 The explanation for 
this probably is that these patients walk and 
stand with a slightly flexed knee. This pro- 
duces a considerable strain on both the knee 
joint, and the extensor apparatus. In the 
single case where the pain was present on 
the shorter side, a definite tender bursa 
was palpable over the lateral aspect of the 
X-rays in all of these cases were 
negative. There were no other positive phy- 
sical findings other than the inequality in 
leg length. A typical example of this group 
is the following: 


Knee pain: 


4 males 


cases. 


knee. 


Case white male com- 


Report: A 50 
the 


year old 


plained of pain in left knee of many years 


duration. Recently the pain had become so severe 
that he found it difficult to get about. He had 


een treated for arthritis of the knee previously. 
Physical examination 
tioning knee joint, without any evidence of degen- 


revealed a normally func- 


erative changes. The only positive physical find- 
ng was one-half inch of shortening of the right 


lower extremity. <A 


shoe raise was prescribed. 


A 


All pains disappeared, and have not returned to 
date. 

Foot pain: Twelve patients complained 
primarily of foot or ankle pain. The left 
limb was shorter in 11 instances, and the 
right in 1. The age range was from 23 to 
81. Six cases complained of pain in one 
heel, 3 complaining of pain on the longer 
side, and 3 on the shorter side. One patient 
complained of a painful corn on the lateral 
aspect of the little toe of the longer leg. 
‘our patients had pain in the feet, 3 unilat- 
erally, and 1 bilaterally. One patient had 
pain in the ankle on the shorter side. The 
interesting feature of this group is that 11 
of the patients had unilateral complaints. 
They probably resulted from unequal 
stresses applied to the limbs as a result of 
the inequalities in leg length. Shoe raises 
were prescribed in all instances. 

JUVENILE GROUP 
Twenty-one children between 114 and 15 


years of age were observed. There were 
12 males, and 9 females. They were re- 
ferred for the following complaints: 
Peculiar or awkward type of gait or 
posture 
Pain in the hip on the shorter side 
Pain in the legs 
Pain in a heel 
Pain in the foot and ankle 
Accidental discovery 


Ww po oo & NO OO 


The left lower extremity was found to be 
shorter in 18 instances, the right in 3. The 
range of shortening was from one-half to 
three-quarters of an inch. Eighteen cases 
presented one-half inch of shortening, 2, 
five-eighths of an inch, and 1, three-quar- 
ters of an inch. 

When it became apparent that the only 
positive finding was inequality in leg length, 
all children with one exception were 
treated by compensatory elevation of the 
shoe on the shorter side. In the course of 
treatment of the first child, an unexpected 
development resulted. The patient, a 10 
year old boy with one-half inch of shorten- 
ing of the left lower extremity, complained 
of pain in the right heel. A shoe raise was 
prescribed, and in the course of three 
months, it was obvious that the amount of 
shortening was decreasing. In five months’ 
time the limbs became equal in length, and 
the shoe raise was discarded. A year later 
the limbs were still equal in length. 

During this period, other children with 
unilateral shortening were treated by ap- 
propriate shoe raise. The effect of treat- 
ment is known in 11. In 7, complete equal- 
ity was obtained. The shortest time re- 
quired was three months, the longest seven 
months. Of the remaining 4, 1 child with 
one-half inch of discrepancy originally, had 
a residual of only one-quarter of an inch 
after three months. This child was not 
seen again after this time. Two other chil- 
dren reduced one-half inch of shortening to 
one-eighth of an inch after approximately 
eleven weeks, and four months, respectively. 
Both are still under treatment. The last 
case was unimproved after six months of 
treatment. Unfortunately, the total growth 
of this child during this stage was not 
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known, and it is possible that he did not 
grow at all during this period of time. 

Of the remaining 10, 4 began treatment 
Five 
discontinued treatment and were never seen 


too recently to observe any effect. 
again. An effort will be made to locate 
these cases to determine what happened in 
the interim. A 2 year old child is only un- 
der observation. Through the cooperation 
of the parents, her growth will be followed 
to see if the discrepancy will remain static 
or will spontaneously correct. 
DISCUSSION 
A comparison of the adult and juvenile 


groups revealed several features in com- 
The inequality in leg length in both 
groups was apparently idiopathic. The per- 
centage incidence of shortening of the left 
lower extremity compared to the right 
lower was approximately the same. The 
amount of discrepancy in both groups was 
the same. It is, therefore, probable that the 
onset of discrepancy occurs early in infancy, 
and most likely is the result of the greater 
functional impetus given to the growth of 
the major extremity during early develop- 
ment. With the advent of accomplished 
walking, it probably remains static and per- 
sists into adult life. 


mon. 


Since it has been possible to equalize leg 
feneth in a small group of normal children 
by apparent increased growth of the 
shorter limb, incident to continuous eleva- 
tion by a corrected shoe, the process will be 
attempted in children with limbs shortened 
as a result of disease. 

SUMMARY 

Minor idiopathic inequalities in leg length 
commonly occur. The left limb is shorter 
! times more often than the right. These 
discrepancies are capable of producing va- 
rious symptoms in the back and lower ex- 
tremities, both in adults and in children. In 
a small group of normal children, the dis- 
crepancy in leg length overcome 
through the accelerated growth of the 
shorter limb. This increased growth was 


was 


probably stimulated by the use of a shoe 
raise in treatment. 
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HARRY C. COPE, M. D2 
WILLIAM H. HAMILTON, M. D.* 


NEW ORLEANS 


Extensive reviews of all phases of cor- 
tisone* and ACTH*!* therapy include re- 
ports of its use in a variety of dermatolovic 
conditions and set forth the theories ad- 
vanced for such results as it achieves in 
them. A further review of the literature is 
therefore not necessary at this time. The 
purpose of this communication is merely to 
record our personal experience with these 
drugs in the treatment of 19 patients with 
various kinds of skin diseases and to em- 
phasize the indications and contraindica- 
tions for their use in the light of these ob- 
servations. 

Patients treated with ACTH received 
varying amounts of the drugs. Those who 
received cortisone were usually treated by 
a basic schedule which involved the admin- 
istration of 300 mg. in broken doses for the 
first twenty-four hours, 200 mg. in broken 
doses for the second twenty-four hours, 
and 100 mg. daily thereafter in single in- 
jections for varying periods of time. 

As a matter of convenience, the cases in 


Presented at the Seventy-first Annual Meeting 
of the Louisiana State Medical Society, New Or- 
1951. 


1From the Department of Dermatology, School 


leans, May 9, 


of Medicine, Louisiana State University. 

“From the Dermatologic Service, Veterans Hos- 
pital, New Orleans. 

’From the 


Independen 
New Or- 


Dermatologic Service, 
Unit, Charity Hospital of Louisiana at 
leans. 

Reviewed in the Veterans Administration and 
published with the approval of the Chief Medical 
Director. The statements and conclusions published 
by the authors are the results of their own study 
and do not necessarily reflect the opinion of the 
Veterans Administration. 

Cortisone is the hormone of the adrenal cortex 
previously known as compound E (17-hydrexy-11- 
dehydrocorticosterone). ACTH is the 
corticotropic hormone which stimulates responsive 


adrenal 


adrenal glands to produce cortisone or a cortisone- 
like steroid such as compound F.! 








in 
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series will be presented in certain gen- 


categories. 
LYMPHOBLASTIC DISEASE 
CASE REPORTS 
iwse No. 1. 
fodgkin’s disease, confirmed by biopsy, for the 


A 65 year old man with a history 
three or four years, had previously been 
ted with x-ray therapy, nitrogen mustard, and 
avenous injections of pontocaine, with only 
porary benefit. He was seen in consultation 
1use of extreme pruritis. He was treated with 
isone, beginning July 26, 1950, for a twelve- 
period, the 100 mg. dosage being given for 
days. Pruritis was promptly relieved, his ap- 
te improved, and he experienced a sense of 
|-being. 


He then went East by air, taking with him only 


enough cortisone for five daily 100-mg. doses, the 


August 14, 
third day after treatment was discontinued, 


t of which was given August 11. 


went into a coma and was in the same condition 
hen he was brought back to New Orleans by 
rivate airplane. Cortisone therapy was resumed 
nmediately, by the original schedule. On the sec- 
d day of re-treatment he came out of coma and 
it well enough to sit up in his room and read 
the paper. As after the first course of treatment, 
appetite increased, he had a sense of well- 
ing, and his mental outlook was greatly improved, 
it acute lobar pneumonia supervened and death 
ccurred on the eighth day of his second hospitali- 
vation, while he was still on cortisone therapy. 
Case No. 2.—A 58 year old white man with a 
nical and laboratory diagnosis of Hodgkin’s dis- 
ease for the past several years, was seen in consul- 
tation because of extreme pruritis associated with 
hickened skin, more marked on the arms, legs and 
neck. Nitrogen mustard had been administered 
vith considerable relief about a month before the 
mnsultation. Cortisone therapy was begun October 
20, and was continued for seven days, the 100 mg. 
sage being given for five days. Between No- 
ember 9 and 13 inclusive the patient received 1060 
g. of the drug daily and then, until November 
Treat- 


) 


22, he received 50 mg. on alternate days. 
ent was then discontinued permanently. 
Results in this case were excellent. Almost as 
on as therapy was instituted itching decreased 
amatically and the skin became softer and much 
ore pliable. By the second day of treatment 
ruritis had practically ceased. At the same time 
patient’s appetite increased and he expressed 
When he was last seen, 
out two months after treatment was discon- 
ued, his general improvement had continued. He 
is eating and sleeping well, had gained weight, 
d had no itching at all. There was still some 
dence of dermatitis, but the skin was soft and 
able. 
Case No. 3.—An 82 year old woman had had 
mptoms and signs of chronic lymphatic leukemia 


sense of well-being. 


cutis for the past three years. The diagnosis had 
been confirmed by blood studies and by biopsy of 
the skin and a lymph node. The patient had had 
an undetermined amount of x-ray and had recently 
received a full course of nitrogen mustard, which 
had brought about considerable relief of symptoms 
and some reduction in the size of the lymph nodes. 
She was seen in consultation because of extreme 
pruritis, generalized lymph node enlargement, and 
much thickening and excoriation of the skin. At 
this time the blood count showed 21,500 white cells 
per cubic millimeter, with 82 per cent lymphocytes. 
The clinical evidence of mild cardiac disease was 
confirmed by electrocardiogram, 

Treatment with ACTH was begun December 4, 
in 90 mg. daily doses, and was continued for five 
days. During this time the patient suffered from 
chills, nausea, and vomiting, her legs became quite 
edematous, and she was extremely nervous. The 
skin improved in appearance, but pruritis was only 
slightly relieved. December 12, the third day after 
treatment was discontinued, the itching again be- 
came extremely severe, all other symptoms re- 
turned, and the skin reverted to its original thick- 
ened state, or perhaps a somewhat worse state. 
Soon after the patient left the hospital it was ob- 
served that the lymph nodes in the groin and axilla 
had increased in size. The white blood cell count 
was not essentially different from the count when 
she was first seen. 

COMMENT 

The few reports in the literature on the 
use of cortisone and ACTH in Hodgkin’s 
disease indicate that these drugs have been 
used chiefly for the relief of itching. Both 
patients in this series with this disease had 
intractable pruritus, which had been only 
transiently improved by other measures. 
In both, the immediate results of treatment 
were good. Pruritus was promptly relieved, 
appetite and mental outlook improved, and 
there was an increased sense of well-being. 
In 1 case the improvement has lasted for 
almost three months; in this case there 
were no withdrawal symptoms. The other 
patient, however, went into a coma after 
treatment was discontinued, and though he 
was promptly brought out of it by re- 
treatment with cortisone, he succumbed to 
lobar pneumonia eight days later, while he 
was still under treatment. The case is thus 
instructive illustration of the fact that 
severe and even fatal infections can occur 
under this form of therapy. 

The patient with leukemia cutis also had 
intractable pruritus, which had been only 
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transiently improved by nitrogen mustard 
therapy. She suffered from numerous side- 
effects while under treatment with ACTH. 
Her originally mild cardiac disease in- 
severity, as manifested by 
marked edema of the legs, and relief from 
pruritus was slight and temporary. The in- 
crease in the size of regional lymph nodes 
after treatment was discontinued suggests 
that the lymphatic system may have under- 
gone some stimulation from the drug. 


creased in 


PSORDTASIS ARTHROPATILL ryPe 
CASE REPORTS 
Case No. 4.—A 27 year old white man was hos- 


pitalized at the Veterans Hospital in New Orleans 


in January 1950, after the development of arthritis 


about a month before. Somewhat later a rash 


typical of psoriasis appeared on the hands, legs, 


and chin. The fingers and nails were soon exten- 


sively involved, and when he was first seen, the 


nails on both the hands and feet were growing 


almost at right angles. The biopsy report was com- 
patible with the clinical diagnosis of psoriasi 
This patient was suffering so severely from 


arthritis that treatment with cortisone in 100 mg. 


amounts was continued daily for sixty-six days; 


then it had to be discontinued because of severe 
headaches. Meantime, the criginal psoriatic lesions 
had become transformed into  hyperkeratotic, 
thickened lesions about 3/4 inch in height and 1/2 
inch in diameter. These findings, in conjunction 
with a mild conjunctivitis, the appearance of an 


glans penis, and the 


inflammatory eruption on the 


presence of arthritis, now uggvested the diagnosis 
of Reiter’s syndrome. Biopsy of the skin lesions 
resulted in the diagnosis of keratoderma blenor- 


rhagica. 


Both the results of treatment and the side-effects 
were striking. There was remarkable relief from 
the arthritic condition. Although the patient was 
bedridden when he was first seen, only a few days 
cortisone been instituted he 


afte therapy had 


was able to walk up and down the ward. His ap- 
petite became enormous; previously he had to be 
forced to consume 1,000 calories daily, but now he 
1,000 to 5,000 daily. His 


When treatment was discon- 


ate from weight also 


greatly increased. 
tinued, the keratotic lesions seemed to melt away. 

When treatment was 
first 
cortisone was increased to 175 mg. daily. 


resumed, forty-four days 


after the course had ended, the dosage of 
With 
this dosage there were no headaches, and the hy- 
perkeratotic lesions observed when cortisone was 
first administered did not reappear. The gain in 
weight continued. A “buffalo hump” appeared on 
the back of the neck. The face became rounded. 
The abdomen 
became protuberant. The growth of hair on the 
body also definitely increased. 


The pelvic girdle increased in size. 
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almost five 


after 
months, when it was felt that maximum possi le 
improvement had been attained. At the present 
time, about six weeks after the drug was dis« 


Cortisone was discontinued 


tinued, the only skin lesions are a few flat, 
flammatory plaques over the ankles, left arm, and 
face. The lesions of the nails have lost much 
the hyperkeratotic element formerly present. 1 
patient is beginning to complain, however, of 
creased pain in all the joints. 

While he was receiving cortisone for the second 
time, this patient underwent reconstructive surg 
of the hand. It is interesting to note that wou: 
healing occurred normally. 

Case No. 5. A 31 


after he began to suffer from arthritis, had 


year old white man, 
eruption on the toes, fingers, and oral mu 


membrane. It spread to the arms, ¢1 


soon 


shoulders, knees, penis and buttocks. Origina 


the eruption resembled psoriasis, and biopsi¢ 
the oral and skin lesions were reported as « 
When the patient 
consultation, in 


patible with this diagnosis. 


first seen in Septembe1 1950, 
stated that he had been given cortisone in sn 
doses (25 to 75 mg. daily) in another city. W1 
under treatment the skin lesions had become ho 
and apparently presented the appearance of ké 
1941 he had had 


urethral discharge, which had cleared up w 


toderma blenorrhagica. In 
chemotherapy. No etiologic diagnosis had bx 
attempted, but the history, together with the m 
ent findings, seemed to warrant a diagnosis 
Reiter’s syndrome. 

Cortisone was begun in the Veterans 
in New Orleans 


doses 


Hosp 


September 12, 1950, in 100 


daily, and was continued for almost 


months, (until January 11, 1951). Toward the « 


of this period the dosage was decreased to 25 n 


daily. Under treatment the patient had some head 
aches, not severe enough to discontinue treatm 
and he also underwent a personality change, whi 
cleared rapidly after cortisone was withdrawn. 1 
results of treatment were good. Arthritic symp 


toms were promptly relieved. The skin lesio1 


peeled off and disappeared almost entirely, and 
the nails of the fingers and toes also improv 
Even when the dosage of cortisone was decreased 
the arthritis continued to improve and the subung 
ual keratin masses seemed visibly smaller fro: 
When the patient left th 
hospital January 23, arthritic symptoms and ski! 
changes were still only minimal. 


one day to the next. 


This patient had two episodes of 


disease while under cortisone therapy. 


intercurrent 
Septembe. 
26, 1950, in the course of an investigation to de- 
termine the cause of a low-grade fever, a blood 
culture was reported positive for Staphylococcus 
albus. Penicillin was 
2,000,000 units every two hours for two weeks. 
At the end of this time the temperature returned 


to normal and blood cultures became negative. 





given in the amount of 
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2, 1951, nine days before cortisone therapy 


" cluded, jaundice appeared and examination 
re 1 the liver to be enlarged and tender. Punch 


of the liver showed hepatitis. The episode 
mnly a few days. 

COMMEN'I 
history and the clinical course dur- 


cortisone therapy show striking re- 


. ance in these two cases. In both in- 
st s the illness: began with arthritis, 
\ was soon followed by a typical psori- 
a ruption. Both patients received cor 
Ol approximat: i 11Vs montas, 
one had had small daily qgdoses 1[0} 
‘ three wer bef he wa 
1 this Cas creatmen i to D } 
Te ( iOl two i Ul eC l 
i ii l j I i 
Oj PO) : 2 5 i 
5. % 1e)} \ i ( vere ] es 
I could be conti i \ ) li rup 
in both cases lesio al of 
| blenorr! iC< qaey ) } 
i a cl I Uc = L pit 
a a G1avnos ( ae 
When adequate dos oi the ¢ 
ven, treatm t was ( | 
i of thes it )} 
botn Cast tn is, WV C 
( 1'¢ voives in <¢ opat 
\ re 2IrCca b Improve in O1 
F ritic npto Wwe eli ( 
) nt ne earl n vo 
Lh l avi LO ! tn 
i De e@ alilVvulal i\ 
yatieni I C12 e-eli { 
erapy. His caloric intake increas« 
l t UUU To 5.000 calorie per da\ , alia h 
% d almost a pound a day. The fixin 
syndrome was pronounced in this case. 
The other patient underwent a transient 
change in personality, and evidences of 


pathologic lying appeared shortly before 
reatment was concluded. 

LICHEN PLANUS 

CASE REPORTS 
Cause No. 6.—A 40 year old white woman was 
seen March 27, 1950, with rather extensive lichen 
planus involving both axillas, the back of the neck, 
the right hand, the left wrist, the abdomen, both 
thighs and both legs. Itching was persistent and 
severe. The rash had progressed under treatment 
with bismuth injections and x-ray. Cortisone was 
begun December 18; a dosage of 100 mg. was 


given daily for five days, followed by the same 
amount alternate days until six injections had been 
given. 

The response was dramatic, all symptoms being 
almost completely relieved. There were no side- 
effects and no withdrawal symptoms. When the 
patient was last seen, January 26, 1951, the only 
residual signs of the original condition were a few 
pigmented areas. 

Case No. >.—A 24 year old white woman was 
seen in consultation for a rash of several weeks’ 


duration which had appeared on the hands and 


hich later spread to ti rearms and upper chest. 
itching was intense. At first the rash was typi- 
cal oi contact dermatitis. Nine days later the 
i lichen pl: 
| 1 col I itive, cons ng ol 
l l lvé | atea ) nutn 
jecuic ant im arug No nprove- 
ne ( ! i rac rasn ap 
i:¢ ) i ( i ip Ol \\ ¢ 
ea 
N« 0 \ KK ne 
) { is begu 100 
) n u i ( the previous 
s K \ i mn i Ihe é 1 dis- 
»p ( } ! 1 and fel 
ell. There ere no side-effects and no withdrawal 
ym} . When 1 rtie was last seen the 
( ( ! \ »a ( nyperpigme! ted 
a haa ( no recurrence of eithe 
npto 
N11 

i ¢ ul n l yh i th cor- 
wo)? not ive } n 1 ort i 

G di . Result in botn tnese cases W 
s had severe, extensive 
( ( Lit at disc rort trom 
cn revious therapy had been ineffec- 
tive W ivelil CO tis syne DV ti > Salit 
cnet ( tI red VIN av i 500 1g 
ot the drug. They had no side-effects o1 


withdrawal symptoms. The immediate re- 
sults were exceilent. Almost from the first 
day of therapy the rash improved. Later it 
seemed to melt away, and itching was al- 
most completely relieved. Six weeks after 
treatment both patients are in excellent 
condition and there is no indication for re- 

treatment in either case. 

PEMPHIGUS 

CASE REPORTS 

Case No. 8.—A 60 year old colored man was 
admitted to the New Orleans Charity Hospital 
September 6, 1950, with a history of the presence 
of bullous lesions for the past month. The eruption 
had first appeared on the hands and feet and had 
gradually spread to involve the entire body, in- 
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cluding the oral mucous membranes. 
showed that 


Examination 
while some of the bullae were on an 
erythematous base, most of them were situated on 
skin. skin 


normal Nikolsky’s 


fragility sign was 
positive. 

The temperature, which had been 101 when 
the patient was admitted, had risen to 105° F. by 
the fifth day. Treatment during this time had 
been symptomatic. Examination revealed coarse 


and fine rales at both lung bases. The electrocar- 


diogra.n revealed no 


abnormalities. The total 
eosinophilic count was negative. Biopsy of the 
skin showed chronic inflammation with  bullae- 
formation; no pathological diagnosis was made. 


The cli 


phigus. 


ical diagnosis was acute generalized pem- 


Treatment with ACTH was begun September 11, 
1950, and was continued in 100 mg. dosages daily 
When no 


it was replaced by cortisone. 


for five days. response was observed, 


The dosage was 300 


mg. daily for five days, 200 mg. daily for eight 
days, and 100 mg. daily for another two days. Af- 


ter two days of treatment the temperature returned 
to normal and the skin lesions cleared completely. 
A large decubitus ulcer, however, appeared on the 
buttocks. Some pancreatic irritation was also evi- 
dent, as shown by glycosuria and a high fasting 
blood 
therapy severe edema and erythema of the left leg 
appeared and the _ patient 
He died the following day, from pul- 


sugar. On the thirteenth day of cortisone 


became extremely 
dyspneic. 
monary showed throm- 
bophlebitis with complete thrombosis of the left 


complications. Autopsy 
femoral vein, basal pneumonia, old atelectasis, and 
multiple pulmonary infarctions. The adrenal cor- 
tex, presumably as the result of cortisone therapy, 
was very thin. 

No. 9.—A 16 year old negro girl was ad- 
mitted to Charity Hospital at New Orleans, No- 
vember 22, 


Case 


1950, with a severe generalized bullous 
dermatitis, which had appeared after a sore throat 
ten days earlier. The original eruption was a 
typical erythema multiforme of the bullous type, 
the blisters being 2 inches or 


with 


more in diameter, 


necrotic centers and an irislike appearance. 
A week after the patient was first seen oral lesions 
made their appearance, and soon afterward ulcera- 
tive vaginal and anal lesions developed. Biopsy 
of the skin was compatible with erythema multi- 
forme or pemphigus. Although this girl was not 
acutely ill at this time, her skin surface was al- 
most completely denuded. Aureomycin, terramycin, 
and penicillin without 


provement. 


were administered im- 

Cortisone was begun December 17, 1950, by the 
usual schedule, the 100 mg. dosage being continued 
Under this therapy the skin lesions 
disappeared, the mucous membrane lesions im- 
proved, and the patient felt much better. Her 
temperature, however, which had originally been 
about 101° F. daily, now began to rise to 103 and 


for seven days. 
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104° F. Because of the rise in temperatur, as 
well as the difficulty in obtaining cortisone, at- 
ment was discontinued prematurely. 
ture first fell to 102° F. 


level of 101° F. 


The tem) era- 
and then to the orivinal 


Almost immediately after cortisone was 
drawn the skin lesions became much worse.  Ex- 
tremely large bullae soon covered the entire body 
The oral and vaginal lesions increased and a severe 


purulent conjunctivitis appeared. At this tir he 


bullae were flaccid and arose on normal skin. 


ne 
findings were now Clinically diagnostic of peniphi- 


rus. ACTH was begun on January 4, 1951, 120 


mg. daily being given. The dosage was gradually 
decreased over a period of three weeks until only 
15 mg. daily was being given. The respor to 
therapy was not dramatic, though skin lesions de- 
veloped less rapidly and there was improvement 


in the mucous membrane lesions. 
This patient is still 
hospitalized and her present condition is poor. 

No. 10.—A 58 year old colored man was 
consultation, December 14, 1949, at the 
Veterans Hospital in New Orleans, where he had 
been hospitalized for more than a year for chronic 
pemphigus. At the time of the consultation he 
had a generalized exfoliative dermatitis, with a 
foul-smelling, wet, itching eczema, which was also 
generalized. 


The conju cti- 
vitis remained unchanged. 
Case 


seen in 


Every conceivable type of therapy 
had been tried without relief. Then the adminis- 
tration of 5,250 mg. of cortisone over a two month 
period produced striking results. Itching was com- 
pletely relieved, and the hyperkeratotic lesions dis- 
appeared entirely. The patient’s appetite increased, 
and he expressed a general sense of well-being 
while under treatment. He also had a considerable 
gain in weight, most of which was lost soon after 
therapy was discontinued. 
some irritation of 


Another side-effect was 
pancreas, manifested by 
glycosuria and a high fasting blood sugar, as in 
Case No. 8. 


the 


The electrocardiographic changes present in this 
case before treatment disappeared while the pa- 
tient was on cortisone therapy. Paradoxically, how- 
ever, the reason for discontinuing treatment was 
considerable cardiac enlargement, associated with 
signs of cardiac distress. 

The initial good results in this case were un- 
fortunately transient. The patient returned to 
the hospital January 10, 1951, about four weeks 
after treatment had been discontinued, with typical 
pemphigus vulgaris. Because of the secondary 
cardiac and metabolic disturbances caused by the 
first course of treatment, cortisone therapy has 
not been resumed. At the present time he is in 
poor condition. He has a generalized rash and he 
is profoundly weak. 

COMMENT 

Pemphigus, which is a potentially catas- 

trophic condition, was one of the first dis- 











A 


day 
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to be treated with adrenocortical hor- 

Reported results have been widely 
le. The results in all 3 cases in this 
were poor. Immediately after treat- 
vas begun there was considerable, and 
imes dramatic, improvement, but the 


‘sults were unsatisfactory. One pa- 

. > 1; M 7 —— y 4 
1 from a complication of treatment 
condition of both other patients is 


nely poor. 





1 confirmed by two bik psle s. Two previou 


; eyes? ‘ ; 
ade exacerbations had required h« 
November 27, 


lized, with 


pitaliza- 
1950, the patient was again 
arthralgia, fever to 103° F., 

dyspnea, gallop rhythm, and a flare-up 
' , 


skin lesions on the exposed areas of the 


arms and face. Three specimens of urine 
ed no abnormalities. The electrocardiogram 
Blood 


cubic millimeter. 


within. normal limits. study showed 


vhite cells pen Examina- 
the bone marrow showed Hargraves’ 


cells 


lupus 


ematosus well. Roentgenograms 


chest showed no abnormality. 


quite 


patient was at once placed on ACTH. She 
d 90 mg. the first day, 60 mg. for the next 
daily for the next two 

The skin cleared 
hen} } 


rably and arthralgia and dyspnea 


days, and 30 mg. 
The response was excellent. 
disap- 
The temperature, which had fallen to 101 
‘ame normal when ACTH 


ipy was begur There were no clear-cut with- 


bed rest alone, be 


al symptoms, but the day after treatment was 
F., and 


palpitation and 


tinued the temperature rose to 99.4 


patient complained of slight 
ea. At the end of two months the tempera- 
is still 


nce of other acute 


normal and there has been no re- 
symptoms. 

No. 12.—A 65 year old negro woman was 
ted to the Hospital, 
t 22, 1950, in a semicomatose condition. She 


en hospitalized in 1948 with acute dissemi- 


New Orleans Charity 


d lupus erythematosus but had been well since 


When she was ad- 


elevations of 


until the present time. 


d she was having daily tem- 
ure to 101 and 102° F. 


bullous lesions were present 


Large erythematous 
over the entire 
surface, as well as on the oral and vaginal 
us membranes. Urinalysis revealed 4 plus 
nin. There were 3,000 white blood cells per 
millimeter. Hargraves’ lupus erythematosus 


were not found in the bone marrow. 


CTH was begun on the fourth day of hospitali- 


nm. The dosage was 90 mg. daily for seven 
followed by 60 mg. daily for another seven 
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days. On the second day of treatment the patient 


became lucid and her temperature fell to normal. 
On the fourth day she had an episode of com- 
plete aphasia, which lasted only twenty-four hours. 
The skin lesions partially cleared. 

ACTH was discontinued cortisone 
was begun. The dosage was 200 mg. 
( r five days, 100 mg. daily for three days, 


ly for five and a half days. The 








re, whici id risen as soon a ACTH 
cont becar permanently normal af- 
1 f cortisone therap When 

was concluded, in lesions had en- 

p red and the ining symptom 
which i till ent, some 

aiter the last cortisone was admin- 


( Ve. 13.—A 


29, 1950, with a history of derma- 


10 year old white woman was 


tis, associated with mild aches and pains in the 
chest, for four to six weeks. At this time she 


ebrile. Two weeks later the temperature 
daily to 101-103" F 


became more severe, and there were 


Ss oa 
egan to rise ., the chest pains 
vere palns 
in the back and considerable weakness. The pa- 
tient was hospitalized October 18, with a diagnosis 
of acute disseminated lupus erythematosus. Urin- 
| 


alysis 


showed 3 plus albumin, red and white blood 


cells, and a few casts. The white blood cell count 
was 4,200 per cubic millimeter and the sedimenta- 
Roentgeno- 


tion rate 30 mm. in forty-five minutes. 


grams of the chest showed slight enlargement of 
the cardiac shadow, and possibly fluid in the lungs. 

The patient was put on a low-salt diet and cor- 
tisone was begun at once. The schedule was 300 
mg. the first day and 200 mg. for the next five 
After six days of treatment the temperature 
patient felt 


dosage was increased to 300 


normal and the greatly im- 
When the 


mg. for twenty-four hours and to 200 mg. for the 


twenty-four hours, the improvement in the 


next 


dramatic. Thereafter cortisone 


almost 
in the amount of 50 mg. three times 


until November 1, when the patient was dis- 


charged from the hospital. 

She received cortisone in 50 mg. dosages every 
other day from November 2 through November 13. 
November 14, she was again hospitalized, this time 
weakness. A 


with severe dyspnea, nausea and 


pericardial effusion was now present. Roentgeno- 


I 


grams showed an enormous enlargement of the 
cardiac shadow and the electrocardiogram showed 
myocardial damage. At the end of three days, 
with no treatment but rest, all symptoms disap- 
peared except mild dyspnea. 

The patient remained well, and her skin remained 
in good condition, for about a month after she was 
discharged from the hospital. At the present time 
she is again complaining of pains in the chest and 
back, nausea, and dyspnea, and the dermatitis is 


daily becoming more active. 
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COMMEN'T 
It is difficult to very much about 
these three cases except that they bear out 
the numerous reports in the literature of 
the striking but usually transient 
obtained with cortisone and ACTH 
seminated 


say 


results 
in dis- 
These 


lupus erythematosus. 


drugs apparently alleviate the severest 
symptoms of the disease, but the fact that 
this therapy had to be discontinued in 1 
of 3 cases in this group because of cardiac 
complications is discouraging. The peri- 
cardial effusion may have been part of the 
lupus, but it seems more likely to have been 
aggravated by the cortisone administered. 


EN ¢ l Ply itt 


RMATITIS, NEU RODERMATITIS 
ALLERGI DISORDERS 
CASE REPORTS 
Case No. A 58 year old white woman was 


first seen August 15, 1950, with a neurodermatitis 
of the face, neck, upper arms and shoulders. 
was hospitalized November 13, 


December 4 she 


She 
that 
given cortisone by 
the first 
days of treatment the rash’ was improved, she felt 
better, 


and between 


date and 


Was 


the usual pattern of dosage. For several 


and her depressed mental outlook was much 
improved. From the beginning, however, she re- 


acted to the drug with the complaint of chest pains 
and palpitation. After the initial improvement 
in her mental outlook she began to regress, she 
expressed fear of the injection s, and she was very 
nervous after she had received them. The rash 
reappeared when she was on the 100 mg. daily 
dose, which was considered the full therapeutic 
dose, and treatment was discontinued when it be- 
came evident that it was producing no benefits. 


There were no withdrawal symptoms. 
Case No. 15.—A 43 year old white woman had 
had a generalized neurodermatitis, much worse 


in the sun 1948. She 


mer, since was hospitalized 
August 24, 1950. Treatment with cortisone was 
administered by the usual schedule, the 100 mg. 
daily dose being continued for fourteen days. She 
then received nine additional injections in the same 
amount over an eighteen day period. Finally, she 
was given 50 mg. on alternate days for thirty 
days. The total dosage was 4,300 mg. 
Under this treatment the skin cleared up com- 
pletely, the patient gained weight and felt better, 


and her mental outlook was much improved. There 
were no withdrawal symptoms. 

Case No, 16.—A 48 year old white man, employed 
as an automobile mechanic, was seen September 29, 
1950, 


about 


with chronic recurrent neurodermatitis of 


two months’ duration. He had consulted a 
series of physicians and undergone a variety of 
treatments without benefit. The 


Was most severe on the neck, arms, and legs. 


permanent rash 
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Cortisone therapy was begun in the hospital 
October 2, 1950, by the standard schedule. The 
100 mg. daily dosage was continued for ten days, 
then was given every second day, and finally ‘three 
times weekly. Treatment 
vember 29. 


was discontinued No- 


This patient has been able to resume his fi 


ner 
work as mechanic and was quite well when he 
was last seen, about six weeks after treatment 
was discontinued. His skin has completely cleared 
up. He has continued to have a sense of well-leing 


and his mental outlook remains improved. 


Case No. 17.—A 40 year old white woman was 
first seen October 28, 1950, two months after she 
had begun to suffer from vaginal pruritus. Tvreat- 
ment with chlortrimeton maleate was followed by 


the appearance of a generalized allergic rash. She 


h 
was hospitalized October 28 and cortisone was be- 


gun by the usual schedule. On the 
treatment 


ninth day of 


(November 5) symptoms of mental dis- 


turbance became apparent, and two days later typi- 
cal paranoia developed. Cortisone therapy was 
discontinued at once and psychiatric consultation 
was requested. At this time it was first learned 


that this patient had previously had shock treat- 
ments. She is still in the care of a psychiatrist, 
in a psychiatric institution, and her mental status 
is poor, in spite of shock therapy. In this case de- 
pendent edema, associated with a low total plasma 
protein, appeared two weeks after cortisone was 
withdrawn. 
Case No. 18. 


November 3, 


A 67 year old white mian was seen 
1950, with a chronic generalized ex- 
foliative dermatitis of a year’s duration. He had 
been 


treated by many physicians, with no appar- 


ent benefit. He was extremely nervous. Examina- 
tion revealed a generalized lymphadenopathy and 
a severe generalized exfoliative dermatitis involv- 
ing the entire body. 


Cortisone was given at the 


days, with very 
| 


rate of 100 mg. daily for eight 


slight clinical response. It was then increased to 


200 mg. daily for five days, after which 100 mg 


daily was given for the next two days. Consid- 
erable improvement now began to be evident. F1- 
nally, dosages of 75 mg. were given daily for 

days. By the end of this time the severe pruritus 
present on the patient’s admission to the hospital 


had completely disappeared, and his skin was prac- 


tically clear except for excoriations, which healed 
slowly. 
Three days after treatment was discontinued 


the pruritus returned, and within a week he pre- 
sented a severe, generalized exfoliative dermatitis 
which did not begin to subside until several weeks 
had elapsed. 

While this patient was on cortisone, his mental 
status was seriously deranged for several days, his 
behavior pattern suggesting schizoid schizophrenia. 
The derangement was only transient, and he re- 
turned to normal while still taking the drug. 

No. 19.—A 62 year old blind 


Case and deaf 





leaf 
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an was seen December 10, 1950, with a neuro- 
iatitis involving the whole body and a severe 
nitis. 3etween this date and December 30, 
received approximately 2,000 mg. of cortisone 
100 mg. daily doses. She showed considerable 
rovement. Her skin began to clear almost as 
as treatment was instituted, and while she 
not completely free of neurodermatitis when 
was last observed, early in January 1951, she 
irded herself as much better. There were no 
hdrawal symptoms. 
COMMENT 
In this group of cases results were ex- 
cellent in 2 patients with neurodermatitis, 
which in one instance was recurrent. In 
the other cases the results can only be re- 
garded as unsatisfactory. All patients with 
neurodermatitis have a large psychosomatic 
factor, and it was particularly prominent 
some of these cases. One patient had a 
transient episode of mental confusion, in 
another the drug had to be discontinued be- 
cause of the psychosomatic reaction, and a 
third patient ended in the hands of a psy- 
chiatrist. In 2 of these 3 cases therapy had 
to be discontinued before the effect on the 
skin could be determined. In the third case 
the skin condition was worse after treat- 
ment than before because of a severe re- 
bound relapse. 
DISCUSSION 
An important point in the use of corti- 
sone and ACTH was made by Sulzberger,' 
vho pointed out that even though these 
drugs may benefit some diseases strikingly, 
they do not cure them. They achieve what- 
ever results are accomplished by their in- 
fluence on some basic component in the 
complex forming the reaction patterns of 
the patient’s adaptation mechanisms. The 
fects can thus include a wide variety of 
toxic and allergic mechanisms of disease. 
That so many different types of disease 
respond, sometimes almost miraculously, to 
he administration of these agents is no 


proof at all that there is any causal rela- 
tionship between the various conditions. 
These drugs must be administered with a 
great deal of caution. The patients must be 
under constant observation. Treatment 
must be interrupted from time to time, both 
to see whether skin lesions will heal when 
they are withdrawn, and also to give hidden 
or masked infections an opportunity to 


manifest themselves. In 3 cases in this se- 
ries (Cases Nos. 1, 5 and 8) masked in- 
fection played a significant role. Two of 
the 3 patients died, 1 from lobar pneumonia 
and the other from thrombophlebitis and 
thromboembolism. 

The case of severe rebound relapse which 
occurred in a patient with exfoliative der- 
matitis in this series (Case No. 18) re- 
sembles cases reported by other observers. 
The relapse was really more severe than 
the original condition. We agree with 
Hench! that delayed relapses and remissions 
can be explained in many cases by a con- 
tinued utilization of incompletely absorbed 
cortisone in intramuscular deposits, in ad- 
dition to the fact, as he says, that in some 
cases there is an authentic improvement in 
the status. He mentioned 2 cases of his 
own in which symptoms returned more 
slowly and less completely after the second 
than after the first course of cortisone, and 
it is quite possible that the utilization of 
incompletely absorbed cortisone explains 
the similar course of events in a case of 
arthropathic psoriasis (Case No. 4) in this 
series. 

Cortisone also seems to clarify the diag- 
nostic signs of some diseases which, before 
treatment, defied precise diagnosis. This 
was true in 2 cases in this series (Cases 
Nos. 9 and 10). 

Another point which Sulzberger! makes 
should be borne in mind by all physicians 
who contemplate the administration of cor- 
tisone and ACTH: One does not always do 
the patient a favor by giving him these 
drugs. Results are sometimes dramatically 
good, as they were in a few cases in this 
series (Cases Nos. 2, 4, 5, 6, 7, 11, 12, 15 
and 16). Even when the original disease 
cannot possibly be affected by their admin- 
istration, as it cannot be in Hodgkin’s dis- 
ease, for instance, relief from such a 
troublesome symptom as pruritus, though 
it may be transient, is sometimes well 
worth-while. The patients frequently im- 
prove in appetite and mental outlook and 
express a sense of well-being that is some- 
times almost euphoric. But withdrawal! 
symptoms are always a possibility, and they 
may be very severe, as they were in 2 cases 
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in this series (Cases Nos. 1 and 18), and 
side-effects may also be extremely serious. 

There were a number of undesirable side- 
effects evident in this small series of cases, 
of which mental disturbances and cardiac 
damage were the most serious. Mental dis- 
turbances occurred transiently in 
Nos. 5, 12, 14 and 18) and were 
very serious in 1 patient (Case No. 17), who 
is still in the care of a psychiatrist. Cardiac 
damage was evident in 4 cases (Cases Nos. 
3,8,10and13). The fixing syndrome was 
pronounced in a patient with arthropathic 
psoriasis (Case No. 4) and transient glyco- 
suria with a high fasting blood sugar oc- 
curred in 2 Nos. 8 and 10). 
Other side-effects included headaches, nau- 
sea and vomiting, and chills. This 
impressive array of side-effects, many of 


1 cases 


(Cases 


cases (Cases 


is an 


them serious, in a small group of patients, 

and they frequently could not be explained 

either by large dosages or long continued 
administration. 

COON 

On the basis of a personal experience 


LT SIONS 


with these 19 cases of various dermatologic 
diseases, the following conclusions are of- 
fered: 

1. Cortisone and ACTH are indicated in 
catastrophic diseases such as pemphigus 
and acute disseminated lupus erythemato- 
sus. Temporary good results are possible, 
and if there are recurrences, re-treatment 
is not contraindicated. 

2. They are useful in short-term diseases 
dermatitis and lichen 
planus, in which administration over a long 
period of time is not required. 


such as allergic 
Good re- 
sults are frequently accomplished and un- 
desirable side-effects are unlikely. 

3. They are best avoided in neuroderma- 
titis, in which there is a frequent psychoso- 
matic element and in which, in spite of oc- 
casional results, recurrence of all 
symptoms is usually to be expected after 
therapy is discontinued. 

1. Cortisone and ACTH are absolutely 
contraindicated in patients who have a his- 
tory of previous mental disease or mental 
instability. 


good 
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DISCUSSION 
Dr. Leslie K. Mundt, (New Orleans) : 
would like to compliment Dr. Kennedy a1 
his colleagues for their excellent report « 
this subject which is of so much intere 
to us all. It is 
liscussions of the subject to date. 


one of the most complet 


Until recently the main objection to t!} 
use of these hormones has been that ho 
pitalization was required not oniy for th 
purpose of out the 
studies before and during treatment, but 
also to enable the medication to be admin 
istered by injections around the clock. Thi 
hospitalization, laboratory studies, and cost 
of the drugs created an enormous economi 
burden that only the wealthy could bear. 


carrying necessar 


The situation at present regarding corti 
sone has changed. The cost is still up but 
oral medication is now available. This forn 
is equally as effective as the injectable sus 
pension and, in fact, the two can be 
interchangeably. 


used 


It is, therefore, possible to treat patients 
satisfactorily out of the hospital. This does 
not mean that careful and frequent office 
examinations and laboratory controls dur- 
ing treatment are not just as important as 
before. 

When ACTH and cortisone have 
used in a number of cases certain impres- 
sions are gained. I believe one should not 
lose respect for the many complications that 
might arise but knowing that for the most 
part the complications are reversible one 
loses a great deal of the fear he would or- 
dinarily have when giving the medication 
as more experience is gained with its use. 

As I see it in dermatology, there are three 
groups of cases or conditions where corti- 
sone therapy should be given consideration. 
It is generally agreed that its use is justi- 
fied in castastrophic illnesses such as sys- 
temic lupus erythematosus and pemphigus 


been 








evi ough improvement is only temporary 
ant maintenance dose is often required. 
Mo ind patients regain their strength and 
we eing and remissions can be main- 
tal for indefinite periods providing the 
medication is continued for a sufficient pe- 
ric When the hormone is discontinued 
eX bations do not necessarily occur im- 
n lV. 


rt-term illnesses that carry a high 


mi lity offer an ideal place for cortisone 
the vy. Such conditions as acute urticar- 
ial ctions, serum-sickness, severe poison 
iN nd «<irug eruptions of various types, 
especially penicillin reaction, are good ex- 
amples of this group. To illustrate I would 
like to cite 3 cases recently encountered. 
One patient, a 44 year old female, received 
m first and second degree burns on the 
hands and face when her oven exploded. 
She was given tetanus antitoxin by a local 
physician and ten days later a typical se- 
rum-sickness reaction developed character- 
ized by fever, malaise, arthralgia, angioneu- 


urticarial wheals. Dra- 
matic response was obtained twenty-four 


rotic edema and 


hours after cortisone was started. She was 
Incidentally, the 
burns healed immediateiy under the treat- 
with little or no pain. other 
patients with urticarial types of erythema 
multiforme, one caused by penicillin and 
the other sulfonamide, responded equally as 
satisfactoritly as the burn case on cortisone. 


entirely well in four days. 


ment Two 


These patients had fever and joint pain and 
were miserable before therapy and I am 
certain the natural courses of their derma- 
toses would have run into a period of two 
In all such patients it is 
important to give sufficiently large doses 
of the hormone, whether it be cortisone or 
ACTH, or else the clinical effect will be 
disappointing. Cortisone is generally started 
with 100 mgm. every eight hours for the 
first twenty-four hours, 100 mgm. every 
twelve hours for the second twenty-four 
hours, and then 25 mgm. four times a day 
til clinical improvement is noted. Then 
at intervals of two to three days the dosage 
is gradually decreased to 25 mgm. three 
times a day, 25 mgm. twice daily, 25 mgm. 


or three weeks. 


F. 
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daily and finally 25 mgm. every other day 
until it is discontinued completely. 

No one, I believe, could take issue with 
the use of cortisone in the above two groups. 
However, there is another 
where the indications could be considered 
borderline, but which in certain instances 
I have found the treatment very useful in- 
deed. I am thinking of certain chronic re- 
calcitrant states such as nummular eczema 
or infectious eczematoid and 
other similar examples of autosensitization 


type of case 


dermatitis 


which are often the most incapacitating and 
difficult cases to manage. Dermatoses of 
the order of discoid lupus erythematosus, 
atopic dermatitis and psoriasis vulgar 


that 


is are 





of such a chronic nature cortisone 


therapy only invites disappointment and, 
therefore, should not be started. My prac- 
tice in severe infectious eczematoid erup- 


tions that do not respond to orthodox treat- 
ment is to give cortisone in full doses and 
as the dosage is decreased, local treatment 
I have had good 
otherwise intractable 
cases by this method of treating the skin 
locally while the patient is on a maintenance 
dose of the drug. Ultimately, the improve- 
ment holds up when the cortisone is finally 
discontinued. 


is carried out vigorously. 


results in several 


In summary, I find cortisone extremely 
useful in the office management of derma- 
tologic patients. Its use is not necessarily 
confined to diseases of a catastrophic or 
serious nature. 





fa) 
UO 


LOCAL USE OF CORTISONE ACETATE 
IN EYE DISEASE* 
LOUIS A. BREFFEILH, M. D. 
SHREVEPORT 
In recent publications cortisone acetate 
has been successfully used in treatment of 
the cases 


various eye diseases.'*. Most of 


were treated by intramuscular injections 
requiring hospitalization. This unfortunate- 
ly limited the patients under observation. 
In using the medication locally, we can 

*Presented at the Seventy-first Annual Meeting 
of the Louisiana State Medical Society, New Or- 
leans, May 9, 1951. 
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eliminate the undesirable reactions. The ab- 
sorption is not of sufficient concentration 
to require close observation, and the medi- 
cation can be used in any disease which 
may respond to its therapeutic results. 
Before selecting the cases to be treated, 
the publications and the therapeutic advan- 
tages of the medication were reviewed. The 
more desirable cases were those of iritis as- 
sociated with arthritis, as reported by Hen- 
Hollenhurst.': = 
were so encouraging that 


derson and Their resuits 
the medication 
was used on other cases of iritis with simi- 
lar results. Kuzell and Schaffarzich* also 
used the medication parenterally on 5 cases 
of iritis, and they felt that only 1 of the 5 
showed any improvement. This brings up 
the question of the drug concentration if 
used locally instead of by parenteral injec- 
tion. Spies and Stone! reported 1 case of 
iritis in which an excellent result was ob- 
tained when the drug was used locally as an 
ointment. 
workers” 


Olsen, Steffensen and their co- 
used the medication parenterally 
and locally in 6 cases of iritis, keratitis, and 
1 with central scotoma. Their results were 
very encouraging, and they concluded that 
the local application of the medication was 
absorbed in sufficient concentration to af- 
fect the inflammatory process. Steffensen, 
Wishbow co-workers® found no 
injurious effects from the medication. Their 
conclusion was that 


and their 
iritis and corneal dis- 
ease responded to treatment. Their results 
in vernal conjunctivitis, dendritic or trophic 
ulcers, and epithelial dystrophy were unsat- 
isfactory. Fritz’ 

treatment of 
the 
Leopold, Purnell and their co- 


Thygeson and 
the 
keratoconjunctivitis in 


reported 
excellent response in 
phiyctenular 
Eskimos. 


workers* the use of a wetting 


vehicle instead of 


suggested 
agent saline for greater 
penetration of the cornea. 

Cortisone appears to affect the inflamma- 
tory reaction of body tissue. It is especially 
advantageous to ophthalmologists in that 
it inhibits the formation of scar tissue and 
aids in the absorption of newly formed cel- 
lular exudates. The medication is not anti- 
bactericidal, and it appears to inhibit the 
antibiotic tissue reaction. In the presence 
of infection it must be used in conjunction 


Local Use of Cortisone Acetate in Eye Disease 


with antibiotic medication. Even if ‘ised 
over a long period of time, there does not 
appear to be any unfavorable reactio1 

In this study the medication was used 
only locally. The dosage varied from one 
drop every hour to one drop three times a 
day, depending upon the severity of the . on- 
dition and the length of time the medication 
was to be used. An aqueous suspension of 
(manufactured by Merck 
and Company), which contains 25 milli- 


cortone acetate 


grams of the medication per cubic centi- 
meter, was prescribed in a four to one di- 
lution with As this solu- 
tion precipitates on standing, the patient 
was instructed to shake the 

well before using. 


isotonic saline. 
preparation 


CASE REPORTS 
In this series there was a total of 20 cases 
studied, and there were no injurious effects 
noted in any of the patients. Seventeen pa- 
tients had lesions in the anterior portion, 
and 3 had involvement of the posterior por- 
tion of the eye. 


Case No. 1: Iritis associated with arthritis ina 
i4 year old male. This patient had had _ re- 
peated attacks of iritis in his left eye and had bee 


using atropine for three days with no results. Cor- 
rected vision was 20/20 in the right eye and 20/50 
in the left eye. The left eye was acutely inflamed 


with numerous posterior synechiae and keratit 


precipitates. Cortisone was prescribed to be used 
every hour and 1/8 per cent scopolamine to be used 
three times a day. In twenty-four hours the } 

had subsided and on the third day the eye was clear 
of injection. The scopolamine was discontinued 0! 
seventh day when all the synechiae were br 

The cortisone was discontinued the fourteenth da 


The patient was discharged on the twenty-second 


day, at which time vision was 20/20 in the left eye 


and all evidence if iritis was absent. 
Case No. 2: 


64 year old white female. 


lvitis associated with arthritis a 


This patient had b« 


on cortisone parenterally for several months; d 
when the medication was discontinued, iritis de- 
veloped in the right eye. Cortisone in 50 milligra 

doses was given daily, with no response. The medi- 
cation was then used locally every two hours. The 


eye was clear on the third day and the dosage was 
decreased to one drop three times a day for three 
weeks. One week after discontinuing the medica- 
tion returned. The 
local medication was started again and the inflam- 
mation had subsided by the fourth day. This pa- 
tient is receiving cortisone 50 milligrams daily by 
mouth and locally three times a day. After one 


locally, the ciliary injection 


month of observation the eye is quiet. 





se(| 


not 





( 
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e No. 3: 
old colored female. 


d attacks of iritis with loss of vision in the 


99 
»”? 


Plastic iritis with cataract ina 


This patient had had re- 


eye. Her present attack had lasted for six 
ths. Examination revealed a corrected vision 


0/20 in the right eye and lig! 


t perception in 
eft eye. The left eye was acutely inflamed and 
on fat deposits were present on the endothe- 
of the cornea, 


Numerous posterior synechiae 


cataract were also present. There was no 
nse to atropine and penicillin after one week 
atment. Cortisone every two hours was pre 
ed, and on the seventh day the synechiae be- 
o break down and the precipitates were less. 
dosage was decreased to three times a day; 
yn the twenty-first day, the pupil was well 
d and many large precipitates still persisted. 
medication was discontinued and the patient 
ned after one month with many new precipi- 

Cortisone was restarted three times a day: 
ifter two weeks of treatment, the new deposits 
absorbed but the old deposits persisted. 

No. 


old colored male. This patient was referred 


Plastic ivitis with keratitis in a 25 


a corneal transplant. He had had all types of 


nent, including radiation to the cornea, with 





ults. Examination revealed vision of finge) 
at 6 feet in the right eye and 4 feet in the 
eye. There were numerous posterior synechiae 


l 


occlusio pupil forming over the right eye. 


me third of the cornea of both eyes was in 
d in an interstitial keratitis. After two 
ropine therapy, vision had improved 


key hole pupil per- 


right eye anda 


Cortisone was prescribed every four hou 


i thirty days of treatment, the cornea be- 
cleai 1 tl ynechiae, except for several 
‘clock, were broken. Vision had improved to 
00 1 he right « and 20/200 in the left eye. 
Vi 5 tou ritis with seconda glau- 

a 32 ear old white male.. This patient 
ritis of his right eye for three days, and the 
came suddenly painful during the night. Ex- 
revealed an acutely inflamed right eye 


numerous keratitic precipitates. Corrected 





20/40 in the right eye and 20/20 in the 
e. Tension was 43 (Schiotz) in the right eye. 
hospitalized and 300,000 units of penicil- 
ven daily. The local treatment consisted of 
per cent scopolamine three times a day and 
every hour. The tension was normal in 
four hours, and he was free of pain. The 
ry injection had cleared by the third day and 
is discharged on the seventh day, at which 
no deposits were found in the anterior cham- 
After two weeks of observation he was fret 
iny evidence of iritis. 


ase No. 6: 


! subluxated lens in a 49 year old colored female. 


Acute iritis, secondary glancoma 


e eye was inflamed for two weeks and was pain- 
for five days with progressive loss of vision. 


Disease 


Examination revealed vision of 20/20-2 in the 
right eye and no light perception in the left eye. 
Tension was 70 (Schiotz) in the left eye. The eye 
was acutely inflamed and the cornea edematous. 
Using eserine, pilocarpine and prostigmine for 


twenty-four hours, the tension was 55 (Schiotz). 


Surgery was refused, and cortisone was prescribed 
every hour along with pilocarpine and eserine, 
which were alternated every hour. The tension 
remained between 50 and 55 for six days. Floropryl 
and cortisone were prescribed. The patient re- 
turned two months later complaining of severe 
ocula) pain. The medication was exhausted and 
the tension at this time was 50. The prescriptions 


were refilled as they relieved her symptoms. The 
only response to cortisone in this patient was the 
relief of pain, even though the tension remained 
high. Miotics alone had failed to relieve the pain. 

Case No. 7: Heerfordt’s Disease (U veoparotitis) 
in a 39 year old white female. This patient was 
under treatment for parotitis with aureomycin, 
250 milligrams every six hours, when her left eye 
became inflamed. Examination revealed an acute 
inflammation of the left eye which was painful and 
tender. Cortisone every hour and scopolamine 


three times a day were prescribed. The pain sub- 
sided in twenty-four hours and all ciliary injection 
had cleared by the fourth day. The scopolamine 
was discontinued and the cortisone was used every 
three hours for one week, at which time all evi- 
dence of iritis was absent. All medication was dis- 
continued and the patient was discharged after one 
week of observation. 

Case No. 8: Traumatic ivitis with ring keratitis 
in a 61 year old colored male. This patient was 
truck in the left eye one month prior to examina- 
tion, and the eye had remained painful. Vision in 


the left eye was bad before the injury. ,xamina- 


corrected vision of 20/20 in the right 





20/200 in the left eye. The left eye was 
acutely inflamed, and many keratitic precipitates 
were present. The cornea revealed a ring shaped 
keratitis corresponding to the pupil. After using 
atropine for one month, the eye remained inflamed. 
Cortisone was prescribed as one drop every three 


hours, and on the third day alli ciliary injection 





subsided. The ring keratitis persisted after two 





of treatment an 


months no improvement of vision 


was found. 
Case No. 9: Traumatic iritis with corneal la- 
ceration in a 35 year old white male. This man was 
truck in the left eye by a piece of wood which re- 
sulted in the loss of vision. Examination revealed 


ly inflamed left eye with a lacerated 


an acute 


cornea and edema of the macula. Corrected vision 


20 in the right eye and 20/200 in the left 
eye. The cornea was debrided, atropine instilled, 


was 20 
and the eye dressed. The next day the epithelium 
had healed over and corrected vision was 20/200. 
Cortisone was prescribed every hour and the cor- 
rected vision on the third day was 20/50; on the 








524 BREFFEILH—Local Use of Cortisone Acetate in Eye Disease 


fourth day 20/40; and the seventh day 20/20. All 


medication was discontinued and the patient was 


discharged on the thirteenth day. 


Case No. 10: Corneal ulcer with interstitial in- 


olvement of the cornea in a 28 year old white 
male. This patient was treated for two weeks foi 
( vitis with no improvement. Examination 
revealed lar corneal ulcer at 9 o’clock with in- 
terstitial infiltration of the cornea with exudates. 
I pat was hospitalized and received 300,000 
units of penicillin daily, and cortisone was used 
( y hour in conjunction with scopolamine three 
ime ad and 10 per cent sod l ilfacetimide 
ointment at night. In twenty-four hours the pain 
had subsided, and | | hird day the ulcer had 
bevur oh | H was discharged on the seventl 
day, and the cornea ll revealed some exudat in 
the stroma on slit lamp examination, but could not 
he een by ord ry examinatiol 
Case No. 11: Mali ple corneal ule 


rs followin: 
the introduction of glass wool insulation fibers into 
the corneal epithelium in a 27 year old colored 


male. Th 


patient was treated f two weeks 
with no improvement. The eye was acutely in 
flamed. Examinati revealed seven corneal ul 
ce att ov l ori of the cornea Corrected 





Vision was 20/60 in the right eye and 20/20 in the 


left eye. Ulcers were debrided, and atropine and 
instilled, 
eye dressed. The eye was redressed daily for seven 


The healed 


areas leaving white corneal sterile abscesses and a 


sodium sulfacetimide ointment 


and the 


days. epithelium over the ulcerated 


corrected vision of 20/30. Cortisone was pre 


scribed every three hours; and on the third day, 


the exudates began to clear. 
Afte 
dates could be seen or ly 
The 
cortisone therapy. 


No. 12: 


a 29 year old 


Vision had improved 


to 20/20. even days of treatment, the exu- 


on slit lamp examination. 


patient was discharged after two weeks of 


Case Syph tic interstitial keratitis in 


colored female. The left eye had 


and the 


Examination revealed a 


been k 


inflamed for one we’ patient could 
see a white film forming.” 
vision of 20/20 in the 


One 


corrected rght eye and 
third of the 


As the patient had just completed a peni- 


20/30 in the left eye. cornea was 
involved. 
cillin series, she was given 
Aftei 


was noted, and cortisone was pre 


mapharsen for a total 


of twelve injections. three months no im- 


provement cribed 


to be used four times a day. In one week the cor- 


nea was clear on ordinary examination, and at the 


end of the second week the cornea was clear on 


slit lamp examination. 
the right 


During the second week 
eye became involved in an 
third. C 


and 


interstitial 
keratitis in the 


upper one tisone was 


prescribed for this eye; after one week of 


treatment, the cornea was also clear. At the end 


of the third week, both eyes were clear of corneal 


involvement. The patient has not returned for 


observation. 
No. 13: 


Case Keratoconjunctivitis with inter- 


stitial keratitis and old central corneal scars 


26 year old white female. The eyes had been 


flamed for three weeks with no response to tri 


ment. Vision had always been bad due to hi 


received as an infant from treatment of the « 


Examination revealed a bilateral keratoconj 


tivit with central scars and many patent b 


Corrected vision was 20 ) 


eye and 20/200 in the left eye. Au 


vessels in each cornea. 


in the right 


ointment, scopolamine, and warm compr¢ 

were used for three days for the acute condi 
Cortisone was prescribed to be used vers 

with sodium sulfacetimide ointment each night. 
eighth day, corrected vision was 20/70 

it eye and 20/80 in the left eye, and the bl 


els in the cornea were free of blood. Six 


days of treatment revealed the corneal scars 


ecreased in size and could enly be seen by indir 


x ht ‘ close observation. Vision had 
yroved to 20/40 in the right eye and 20/60 in 
lett eve 

( Ne Corneal dystrophy ina 73 yea 
wh mal Vision had decreased in the past fe 








years and was worse in the morning. Examinat 


ealed dystrophy of the cornea of both eyes wi 
d bedewing. Corrected visi was 20/200 


Numerous vitreous opacities and ea) 


changes were present and the ten 


normal. Homatropine 1/2 per cent was prescrib 


ed each night. In one month, vision in 


right eye was improved to 20/100; and in the 


fourth month, it was 20/40. Vision in the | 


eye remained 20/200. Cortisone was prescribe 


three times a day and vision in the right 


eye nad 


‘reased to 20/60 in one month and 20/80 at t! 


end of the second month. Cortisone was disco! 
tined and 1/2 per cent homatropine was repr 
s¢ ribed. 

Case No. 15: Chronic weeitis 2th rat 
cataracts in a 65 year old whi female. T! 
patient’s vision had become progressively bad 


months. She was told 


he past six she had ¢a 


icts. Examination revealed corrected vision 


¥ 


20/180 in the right eye and 20/60 in the le 


eye. The eye was quiet, except for numerot 


tloaters and 


racts. Cortisone Was pre 


aqueous and vitreous immature cata 


ibed to be used eve 





hour; and on the seventh 


to 20/40 in the 
eye. The 


vision had improy 

right exe and 20/50 in the left 
aqueous opacities were absent in 
had 


second week 


right eye and decreased in the left eye. At 


the end of the vision remained the 


same and aqueous floaters were a sent. 


Case No. 16: 
white 


Chorioretinitis in a 34 


female. This complained of poo 


received local medi 


patient 
vision for four days. She had 
reveale | 
20 in th 
She was hospitalizied and given penicil 


with no Examination 


cation response. 


vision of 2¢/160 in the right eye and 20 
left eye. 
lin, fever therapy, and atropine. In week 


vision improved to 20/20. 


two 
As large area of chor- 
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The 
for two months, but the vitre- 


sisted 


seen just outside the macula. 


ed quiet 


pe and cortisone was prescribed 
After two weeks of 


used every three hours. 


ent the vitreous floaters were less and the 
ran to decrease in size. At the end of one 
reatment vitreous floaters were less 

| the inflamed area was much smaller. 

Vo Chorioretinitis in a 32 year old 
femaie. The patient had a painful inflamed 
The vision in this eye was light per- 

The pathol had been diagnosed as 
morrhage. Examination revealed acute 

ion of the eye with numerous aqueous and 
\ loaters. Fundus could not be seen. Cor- 
was prescribed to be used every hour with 
ne ointment to be used once a day. Aftei 
C€ of treatment, vision improved, but the 
caticn ran out and vision decreased to 20/200 
end of the fourth week. A large area of 
oretinitis was found in the macula area and 


could be visualized. Cortisone was 


fundus 


rted every three hours; and after one month 
treatment, the vitreous opacities had cleared 

vealine a large area of chorioretinitis at the 
ila. Vision remained 20/200. 

ase No. 18: Follicular conjunctivitis in a 5 
old white male. The eyes were red and irri- 


ed for eight days and did not respond to treat- 
ent. Examination revealed numerous follicles in 
e tarsal conjunctiva of both eyes associated with 

ar conjunctival injection. Cortisone every two 


was started, and the irritation subsided on 
The follicles did 


four 


Irs 
decrease in 
fol- 


discon- 


he fourth day. not 
After 


smaller and 


weeks of treatment the 


mber. 


es became medication was 


ied. After seven weeks of observation, the fol- 
es had decreased in size, but were still present. 
Case No. 19: 


mina 77 


Surgical removal of a large ptery- 
old 


a pterjgium operation on his left eye. 


year white male. This patient 
The 
growth recurred and a second operation was nec- 


essary. A 


th vision. 


interfered 
He also had a large pterygium on 
which third 


corrected 


large scar resulted which 


right covered the inner 
the pupil. revealed a 


on of 20/200 in each eye. A McReynold’s trans- 


eye one 


Examination 


nt was performed on the right eye; and on the 
enth day, new vascularizing tissue was found 
extend into the cornea. Cortisone was prescribed 
used every two hours; and in one week, the 
vly formed vascular tissue did not contain any 
od and the newly formed scar tissue decreased 
40. 
\fter three weeks of treatment the scar was much 


size. Corrected vision at this time was 20 
aller and vision remained 20/40. Treatment was 
continued and two weeks later new glasses were 
scribed with vision of 20/40 Jaeger type 2. 
No. 20: 
giem of the right eye in a 
is patient had bilateral 


Case Surgical removal of a large ptery- 
70 year old white male. 


pterygia. The growth 
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Disease 32: 
in the right eye covered one third of the pupillary 
20/80 in each eye 
A McReynold’s transplant was performed; and on 
the fourth day, cortisone was 


area. Uncorrected vision was 


prescribed to be used 
every hour. On the ninth day, uncorrected vision 


was improved to 20/40 and the resulting corneal 
scar was very small, with no new forming corneal 
The 


and on the 


vascularity. medication used three times 


Was 


a day; fifteenth day, the corneal scar 


was hardly noticeable and vision was 20/30. 
TABLE | 
SUMMARY OF CASE RESPONSE TO CORTISONE 
Case No : ; ; ae Result 
1. lritis associated with arthritis Excellent 
2. Iritis associated with arthritis Excellent 
3. Plastic iritis with cataract Ixcellent 
1. Plastic iritis with keratitis Excellent 
5. Acute iritis with secondar 


glaucoma Excellent 
6. Acute iritis, secondary glaucoma and 
subluxated 
7. Heerford’t 
8. Traumatic 


lens Poor 


disease Excellent 


with keratitis Good 


with 


iritis ring 


9. Traumatic iritis corneal lacer- 


ation Excellent 
10. Corneal ulcer with interstitial 

of the 
11. Multiple corneal ulcers following the 


involvement cornea Excellent 
introduction of glass wool insulation 
fibers Excellent 
12. Syphilitic interstitial keratitis Excellent 
13. Keratoconjunctivitis with interstitial 


keratitis and old central corneal 


scars Excellent 
14. Corneal dystrophy Poor 
15. Chronic uveitis with immature 

cataracts Excellent 
16. Chorioretinitis Good 
17. Chorioretinitis Good 
18. Follicular conjunctivitis Poor 
19. Surgical removal of large 

pterygium Excellent 
20. Surgical removal of large 

pterygium Excellent 


CONCLUSION 

1. Twenty assorted cases were treated 
with cortone acetate. The results were ex- 
cellent in 14 cases, good in 3.cases and poor 
in (Table 1) 

2. The best response to local cortisone 
was in the cases of iritis and corneal inflam- 
matory disease. Lesions in the posterior 
part of the eye do not respond well to local 


3 cases. 


cortisone and should be combined with 
either oral or parenteral injection of the 
medication. 


3. There was no response to the medi- 
cation in the following cases: (1) acute 
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iritis with secondary glaucoma and sublux- 
ated lens; (2) corneal dystrophy; and (3) 
follicular conjunctivitis. 

4. Cortisone inhibits the tissue inflam- 
matory reaction and decreases exudates and 
fibrous scar formation. 
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DS ee — 
FRONTAL HEADACHE 


HENRY D. OGDEN, M. D. 


NEw ORLEANS 


To the allergist the following sources ot 
head pain (which should be differentiated 
from the term 
interest: 

1. Nasal and parai 


‘“*headache”) are of especial 


iasal structures 

Pain or discomfort originating from the 
nasal and paranasal structures is common 
in infections and in allergic reactions. Fron- 
tal sinus pain in acute sinusitis is known to 
be diffuse in the frontal Antral 
pain is located in the maxillary region. The 
pain of sphenoid and ethmoid involvement 
is found between and in back of the eyes, 
and in the vertex. McAuliffe, Goodell, and 
Wolff! studied the referral of pain from the 
nasal and paranasal structures, including 
nasofrontal ducts, turbinates, ethmoids, 
sphenoids, maxillary sinus ostia, and maxil- 


region. 


Presented at the Seventy-first Annual Meeting 
of the Louisiana State Medical Society, New Or- 
leans, Louisiana, May 8, 1951. 

From the Department of Medicine, Louisiana 
State University School of Medicine, New Orleans, 
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lary sinuses. The interesting fact is obvious 
that pains from all these areas are not pur- 
ticularly referred to the frontal region, 
Painful stimuli to many of these structures 
often were referred to other parts of t 
head. 

2. Muscles of the head and neck 

Painful stimuli arising from any type of 
head pain may cause contraction of the 


muscles of the head and neck. This sus- 
tained contraction in itself causes pain 
which may accompany or follow the pri- 


mary syndrome. This explains the frequent 
presence of occipital or neck pain in the 
later stages of migraine. This pain may 
persist even after relief of vascular dilatio: 
has been obtained by ergotamine tartrate 
or dihydroergotamine. Neck muscle hyper- 
tonicity is often seen in the emotional type 
of headache. 


» 


3. irritation of peripheral nerves 

Pains caused by neuralgias of the cranial 
nerves are usually sharp, lancinating, uni- 
lateral, and paroxysmal. They follow the 
distribution of the nerves. 

!, Intracranial vessels 

5. Extracranial vessels 

The differentiation of the various types 
of vascular headaches may be quite diffi- 
cult. The intracranial type of vascular head 
ache is due to dilation of the cerebral art- 
eries, including those at the base of the 
brain.- The arteries of the pia and the dura 
play a part. Vasodilation causes pain, in 
the presence of normal systemic arterial] 
pressure due to the increased amplitude of 
pulsation. The pains are aggravated by 
jolting, and are helped by increasing intra- 
cranial pressure which gives extramural 
support to the vessels. Dilation of the supra- 
tentorial vessels causes pain mainly in the 
frontotemperoparietal region since the fifth 
nerve is the principal afferent pathway. 
The ninth and tenth cranial and upper 
cervical nerves are the most important 
pathways for pain coming from arteries in 
the posterior fossa, which is felt in the oc- 
cipital region.” These pains may be induced 
by histamine but we are not here specifical- 
ly talking of Horton’s syndrome.” These in- 
tracranial headaches may be found in con- 
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junction with true migraine. They may be 
produced by nitrites, sepsis, and anoxemia. 

As stated above, it is often difficult to 
catalogue or classify headaches according 
to their clinical picture. Various types or 
combinations of head pain may be seen 
in the same individual. This is particularly 
true of the vascular headaches. 

The syndrome migraine is caused by dila- 
tion of extracranial mainly the 
superficial temporal, occipital or frontal 


vessels, 


arte ries. 

The superficial temporal is the main ves- 
sel involved in migraine, and the pain is 
generally regarded to be hemicranial. It 
later may involve the other side or even 
While the differentia- 
’ pain into the frontal type may be 
regarded by some as being arbitrary, i} 
is felt by the author that the syndrome o: 
frontal pain is distinct and should be dif- 
ferentiated from the general conception of 


| migraine. 


become generalized. 


tion ol 


ty 
L\ 
vt 


The pain of migraine may be relieved by 


vasoconstrictors such as the ergotamines, 
ration with a anesthetic, 
sure, infrequently by surgical extirpation, 


¢ 


t times by the antihistaminics. 


local pres- 


It should be pointed out that the pro- 
dromal symptoms of migraine have been 
shown to be associated with 
the cerebral vessels. 
This indicates the fact that changes in the 
intracranial and extracranial may 
be closely related. We may see variations 
in the location of pain in different patients 
and even in the same patient. Obviously, 
true vascular headaches may be present in 
the absence of the criteria of classical mi- 
graine. These are: prodromal aurae (which 
often include visual disturbances), char- 
acteristic location and type of pain, nausea 
and even vomiting, and hereditary tenden- 
cy. An edema phase may follow prolonged 
vasodilation. This is comparatively resist- 
ant to therapy. 


temporary 
vasoconstriction of 


vessels 


The clinical picture of migraine differs 
greatly from the syndrome described by 
Horton and his coworkers.* Histamine 
cephalalgia is a specific severe unilateral 
type of headache, which is of short dura- 
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tion, and is accompanied by lacrimation, 
nasal blockage, and flushing on the affect- 
ed side. Usually the attacks last for less 
than an hour, and often awaken the patient 
at night. The visual disturbances, and 
nausea and vomiting which are typical of 
migraine do not occur in this condition, and 
there is an absence of the strong hereditary 
tendency. It differs from trigeminal neural- 
gia in the fact that trigger zones are ab- 
sent, and because the pain does not follow 
the distribution of the fifth nerve. An 
important diagnostic point is that the sub- 
cutaneous injection of histamine base may 
precipitate a typical attack in about thirty 
to fifty minutes.* This must be 
distinguished from the relatively immediate 
generalized headache that 


response 


may follow hista- 
mine injection, which is a more general re- 
action in 


the intracranial vessels. 


immediate 


There- 


fore, the appearance of pain 


after histamine does not indicate histamine 


cephalalgia; however, others feel that this 
type of pain appears promptly. Freedom 
from attacks is said to be obtained by 
using histamine in therapy, with the idea 


of increasing the vascular tolerance, or by 
1 “refractory state” to 
histamine. In this condition, as in migraine, 
the pain may be reduced in intensity by 
sitting up or by standing. 

Others, 
scribed 
types. It 


ra so-callec 


including Eyermann,' have de- 
headache syndromes of various 
that may be a 
merging or even overlapping of the various 
vascular 


is obvious there 


syndromes. Therefore, classifica- 
tion is difficult, especially when the types 
of headaches vary in the same individual. 
True or classical migraine is relatively not 
as common as has been believed. To labei 
recurrent headaches generally as being mi- 
grainous is a very inaccurate identification. 
This fact becomes clearer after we consider 
the possible presence of still another vari- 
ant in this galaxy of vascular headaches, 
the frontal syndrome. 

In 1946, I became interested in several 
patients whose headaches could be proved 
to be based on sensitization to inhalant an- 
tigens.° Headache due to inhalants had 
previously been recognized by Eyermann,' 








Goltman,® Vaughan,’ Rinkel,* Feinburg,’ 
and others. I reported a series in which 
sensitization to house dust could be dem- 
onstrated as being the only or main factor 
responsible for the appearance of pain. 
These patients were skin test positive to 
house dust. In some, environ- 
mental exposure to the antigen could be 
shown to be a factor, and headache could 
regularly be precipitated by injection of 
the extract. Seasonal variations were also 
observed in some patients. 


excessive 


Coca, Thommen and Walzer,'® Efron,"! 
and others state that headache is a fre- 
quent, or even the only manifestation of « 
systemic reaction. Systemic reactions in 
my cases due to overdosage were undoubted- 
ly manifested by the appearance of head- 
ache. 

In these reported cases,” I found that the 
pains were located entirely or principally 
in the frontal area. All of them had symp- 
toms of chronic nasal allergy. Therefore, 
studies were made in order to determine the 
incidence and relative frequency of this type 
of pain. In reviewing the records of 252 
patients with nasal allergy of all types, it 
was found that 58 per cent of them com- 
plained of frontal headache. In 100 normal 
individuals with no regular nasal symp- 
toms, the incidence of frontal headache was 
only 27 per cent, a difference of 31 per 
cent. Persons with recurrent respiratory 
infections were excluded from this latter 
group. 

It was observed that many of the pa- 
tients stated that frontal headaches ap- 
peared or were worse during the times 
that nasal symptoms were more prominent. 
The use of vasoconstrictors in the nose 
gave relief to some. 

On the other hand, headache might be 
present when nasal symptoms were min- 
imal, or even absent at the time of onset 
of the headache. Some patients stated that 
relief often occurred when nasal discharge 
became more abundant. It was felt that 
there was insufficient correlation between 
the amount or degree of nasal blockage or 
other nasal symptoms and the onset of 
head pain. Therefore, we could not state 
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that the headache depended on the de-ree 
of local nasal reactions. 

In the extrinsic or noninfective type of 
nasal allergic, headache could often be pre- 
cipitated by an overdosage of the antigen. 
While the head pain could appear in a few 
minutes after injection, in some patients its 
onset would be delayed for several hours, 
In this delayed type of reaction the time in- 
terval was fairly constant. Local reactions 
at the site of injections were usually quite 
moderate, even though subsequent headache 
appeared. There was a universal trend to 
improvement in the headaches which coin- 
cided with improvement of the nasal condi- 
tion during hyposensitization. 

It was found that frontal headache had a 
variable period of duration, lasting from a 
half hour to several days and even weeks. 
Nausea and even vomiting appeared at the 
time of the headache in a large number of 
patients. Prodromal aurae were not con- 
sistently observed, although vertigo and 
visual changes, including scotomata, were 
occasionally present during attacks. In a 
small number of patients fever appeared 
during the headache. 

Characteristically, the frontal pains were 
bilateral, and were localized in the region 
of the forehead. In many patients the pains 
were unilateral at times. Unilateral and 
bilateral pains may alternate. Occasional- 
ly, discomfort is also felt in the region of 
the eyes, across the bridge of the nose, or 
even into the face. In a few patients the 
pain later radiated to the vertex or to the 
temporal regions, or even over the entire 
head. In many patients pain was also pres- 
ent in the occipital region. As stated above 
pains in the posterior neck muscles may ac- 
company or follow pain in any part of the 
head. 

These preliminary observations showed 
the necessity for a large scale survey to 
study these and other facts related to head- 
aches. The survey was made possible by a 
grant from Sandoz Pharmaceuticals to the 
Louisiana State University School of Medi- 
cine. While the detailed findings and pro- 
cedure of this study are described else- 
where,'* in this presentation the specific 
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data relative to frontal headache are tabu- TABLE 1 
ree SEGMENTS IN STUDY 
lated. 
of A cross section study was made of 4,634 
re- individuals, in whom the incidence of all _ € : 
, , = = © = 
en. types of headache was found to be 64.8 per = b 5 = s% 
| A : = ae = = .S 
ew cent. Among the important points was the = $3 ae £é = $ 
° %. em -Z : ar am 
bs finding that there is a significantly higher 7.4.) Numbers 4634 1639 3005 2184 155 
a percentage of nasal symptoms among per- % of 4634 35.2% 64.8% 47.3% 3.3% 
ms sons with headaches, than among those with % of 83005 =... eee 72.6% 5.15% 
ite no headaches. This also is true for asthma, 7 alee 
“he “colds”, and a familial history of allergy.* TABLE 2 
rs . : DISTRIBUTION OF SAMPLE (EACH FIGURE BELOW 
to Also, among the interesting facts that REPRESENTS PERCENT OF SEGMENT)* 
in were observed, was that there is.a relative- 
di- ly high incidence of the frontal type of ; 
headache and a low incidence of true mi- ¢ és 
da - eg 
wp graine.’* Since the therapeutic approach ce ae zs 
a , , SE $3 be 
kee to frontal headache is often related to that bs ee Ss 
ks. EK FZ ee 
the for migraine, the following data, relative Male 30.2 42.4 23.6 23.6 16.1 
of to the latter syndrome are also herewith Female 69.8 57.6 76.4 76.4 83.9 
~ presented. These reveal so much informa- White 70.0 69.3 70.3 71.3 78.7 
ind : Sy ee ae Negro 29.7 30.6 29.3 28.7 21.3 
tion that further verbal elaboration is un- 
ere _ mm Married 43.1 47.6 40.6 41.3 40.7 
ecessary. 
1a the — _ Single 38.9 32.2 42.4 43.7 47.1 
ved In frontal headache the main diagnostic wriajweq 85 116 68 58 58 
point is the location of headache, since in  geparated 48 41 53 49 45 
ere other respects these patients closely re- Divorced 43 39 46 43 1.9 
ion semble the total headache group. It must Manual 38.5 49.2 32.6 31.3 21.9 
an é . -ofessioné 23.7 9.7 25.9 26.5 3.2 
ins be pointed out that frontal headaches from Professional = — 25.9 26.5 43 
and "OR 5 . = _ Students 11.7 6.6 14.4 16.0 16.1 
72.6 per cent of all headaches. 
ial- : ? 5 Housewife 10.7 9.1 11.5 109 58 
“of Here we defined migraine as a headache g,;¢9) 10.0 91 106 104 9.7 
= based on certain of the following criteria: salesman 44 52 40 40 26 
the 1. History of headache in family Executive 05 03 O06 05 06 
the 2. Unilateral or bilateral location of pain Agriculture 0.1 02 O1 O1 0.0 
Hire 3. Prodromal symptoms College grad. 15.5 13.0 16.8 17.6 27.7 
res- 4. Gastrointestinal distress College stud. 12.0 7.8 143 15.4 18.1 
ove 5. Throbbing type of pain. High sch. grad. 34.0 28.8 36.9 36.7 37.4 
ac- We included any one answering all five Gam. sch. grad. 22.1 246 208 19.6 11.0 
the or any four of these criteria. We also in- Part gram. sch. 11.2 17.8 76 75 3.9 
cluded any one answering criteria two and Trade School 15 17 14 13 Le 
nail four and any one of the others. Based on Uneducated 3.7 6.3 2.2 19 0.6 
to the general conception of migraine. this Age through 20 yrs. 10.8 6.6 13.1 12.5 8.7 
ad. may be regarded as being a sufficiently ac- 7! “30 32.9 23.8 37.8 40.8 41.3 
me curate description of clinical or classical ®1 “ 40 ne 8 BS MP 
the migraine. 41 “ 60 19.2 23.0 17.1 16.5 19.3 
li 51 - 60 11.6 17.4 85 7.6 6.7 
Pcil- eae 
— ) ‘ ; of 9.§ 2.2 : ; 
ro- *These data were tested by Dr. Huldah Ban- 61 - older 4.9 9 3 7 eal 
lse- croft, Professor of Biostatistics at Tulane Univer- *Where per cents do not add to 100, the difference in- 
tte sity, for the probability of error. pinines sees ate aS oak Ree ihe Geeta que. 
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TABLE 3 
RESPIRATORY 


DISEASES, 


INCIDENCE OF OR ALLERGIC 


AND RELATED DATA 





EF im = 

Hay fever 6.8 10.4 10.4 12.9 
Running nose 3.8 7.8 8. 9.7 
Sneezing spells 5.7 13.5 13.5 18.1 
Itching of nose or eyes 4.1 11.9 12.1 18.7 
Discharge from nose 3.0 5.7 5.9 11.6 
Discharge from eyes 2.0 3.7 3.8 10.3 
Blocked nose 3.8 13.3 14.0 23.2 
Drip in back of throat 5.0 7.8 19.3 27.1 
Sinus trouble 3.6 14.9 15.7 29.0 
Not troubled with any 

of above 81.2 55.1 53.5 30.0 
Asthma or wheezing 2.6 a) 3 5.8 
Repeated coughs 2.4 5.4 5.6 7.1 
Frequent sore throats 2.3 9.8 10.0 17.4 
Phlegm in throat 4.7 15.2 15.8 27.4 
Do not have any of above 86.4 72.1 5 53.6 
No colds 23.4 7.8 7.1 4.5 
One or two per year 64.6 70.2 69.6 74.8 
Three to six per year 6.7 17.9 19.2 18.1 
Almost constantly 1.0 3.3 3.3 1.9 
Constantly 0.4 0.8 0.8 0.6 
Use nose drops usually 2.0 6.3 6.5 9.7 
Use drops during colds 20.5 41.3 3.0 49.7 
Never use drops 74.1 52.4 50.5 40.6 
Smoke usually 36.5 35.9 37.3 28.4 
Smoke rarely or never 60.3 64.1 62.7 71.6 
Have hives 3.7 (a 7.6 14.2 
Have eczema 1.0 2.4 2.3 5.2 
Have Poison Ivy 2.8 5.0 5.1 3.9 
None of above 88.2 86.5 86.1 78.7 
Unusual exposure 9.0 16.2 16.0 19.4 
None 84.2 83.8 84.0 80.6 
Allergy in family 11.3 25.1 26.5 39.4 
None 86.0 74.9 73.5 60.6 
Headache in family 28.9 29.9 72.3 
None 70.9 70.1 27.7 


It must be emphasized that since frontal 
headache forms the bulk of the total num- 
ber of headaches (72.6 per cent), the find- 
ings of this total are dependent, therefore, 
to a large extent on the percentages for the 
frontal group. Also, we see that in the 
smaller migraine group, many of these 
points are accentuated. Because of lack of 
space it will be impossible to discuss all the 
various findings in detail. 

It is obvious that the frontal type of 
headache possesses at times some of the 
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characteristics of migraine, or the syn 


tomatology that has become identified wit 


vascular headaches. These include p 
dromal symptoms such as aurae, visual d 
ficulties, nausea and even vomiting. thr 
bing type of headache, et cetera. Also, 
a recent study I found that the ergotami 
drugs are effective in an impressive px 


centage of cases of frontal headache." Th 


ergotamine drugs are known to be exc 
tionally helpful as vasoconstrictors of cra 
al vessels. 


response seen in individuals with fron 


While some may feel that th 


p- 


~ 


O- 


headache is due to nasal decongestion, the 


author is 


feels that it due to 
constricting effect of the ergotamines 





the direc: 


n 
arterial musculature. 
TABLE 4 
INCIDENCE, TIMING, SEASON, AND DURATION 
OF HEADACHES 
e 4 

Frequency of headaches* >= = S 
l‘- 6 per year 26.1 24.4 11.0 
7- 12 per year 26.0 26.0 20.6 
13- 24 per year 17.2 18.0 14.0 
25- 48 per year 16.1 16.8 26.5 
49- 96 per year 7.3 y 10.3 
97 - 360 per year 7.4 ten 17.6 
Time of day 
Usually on awakening 13.3 13.3 25.0 
Forenoon 3.4 4.1 1.6 
Afternoon 10.2 11.5 14.5 
Evening 7.6 8.7 9.2 
After work %.5 8.2 7.9 
During sleep 1.9 1.8 5.3 
No particular time 62.1 59.9 0.7 
Mostly in spring Me 2.4 2.6 
Mostly in summe1 fe i 8.2 5.2 
Mostly in autumn 0.9 0.9 1.3 
Mostly in winter 4.7 5.4 5.2 
No particular season 80.8 84.5 85.8 
Duration 
Less than 1 hour 28.9 31.9 9.6 
1-6 hours 44.1 50.1 50.0 
6-12 hours 5.9 6.4 3.7 
12 - 24 hours 2.9 2.8 8.2 
1-2 day 6.2 5.7 0.0 
3 days or longer 2.9 3.1 0.0 
No answer 9.1 7.2 5.8 

*A number of individuals failed to answer the question 
regarding the frequency of headache. These particular ig 


ures are based on those who answered this question. 
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: TABLE 5 “The anterior and posterior ethmoidal arteries 
SYMPTOMATOLOGY OF HEADACHES arise from the ophthalmic as it runs forward along 
: ‘ the medial wall of the orbit. They pass medially, 
between the superior oblique and the medial rectus. 
, The posterior, which is much the smaller of the 
: two, traverses the posterior ethmoidal canal and 
‘ supplies the posterior ethmoidal sinuses and the 
: posterior and upper part of the lateral wall of the 
nasal cavity. The anterior ethmoidal artery passes 
° Location of Headache through the anterior ethmoidal canal with the an- 
Forehead one side 11.9 16.4 14.3 terior ethmoidal nerve, enters the anterior fossa 
Forehead both sides 27.0 37.2 23.4 of the skull, and crosses the cribiform plate of the 
Whole front of head 25.6 35.3 14.9 ethmoid to the nasal slit, passes through an aper- 
One side of head 6.5 3.8 42.9 ture at the lateral side of that slit into the nasal 
Both sides of head 5.7 3.3 25.3 cavity, where it descends, with the nasal continua- 
. Top of head 10.3 7.5 12.3 tion of the anterior ethmoidal nerve, in a groove on 
Back of head 14.3 11.9 22.1 the inner surface of the nasal bone, and, finally, 
Neck 6.4 5.7 11.0 passes between the lateral cartilage and the lower 
Face 1.7 1.7 2.6 border of the nasal bone to the tip of the nose. It 
Eyes 22.1 30.8 26.6 gives off meningeal branches in the anterior cranial 
Nose bridge 4.3 4.2 7.1 fossa and supplies the anterior and middle eth- 
Entire head 10.4 3.2 7.8 moidal cells, the frontal sinus, the nasal muco- 
Prodromal symptoms 20.9 21.3 61.9 periosteum, and the skin on the dorsum of the 
: None 78.3 78.7 38.1 nose.’15 (See Figure 1) 
= Visual disturbances before 2.8 2.9 5.8 
= Visual disturbances during 20.0 22.5 29.0 =e © 
SUSPECTED CAUSES OF HEADACHES 
0 Both before and during 6.1 6.4 18.1 
6 None 70.2 68.1 47.1 
a Sharp and stabbing 
. headache 11.8 13.1 15.8 "i 
: Dull and pressure-like == 2 
ws headache 37.7 25.9 28.9 F : 3 
0 Throbbing headache 29.8 33.3 70.4 ae = 
6 Constant headache 16.5 19.2 21.7 Fatigue 32.5 34.5 42.6 
5 Change during attacks 8.0 8.6 11.8 Allergy 4.7 5.1 10.3 
= No answer 12.0 9.9 1.9 Colds 12.5 13.4 16.1 
3 Usually vomit 1.9 2.0 5.8 Excessive smoking 5.6 5.9 1.9 
).7 Occasionally vomit 5.3 5.2 17.4 Eye strain 35.1 40.8 41.9 
6 Get nauseated 20.9 21.4 61.3 Overeating 1.9 1.8 2.6 
).2 Neither 71.1 71.4 15.5 Over-drinking 4.4 4.4 5.2 
: Nasal symptoms _ Overheating 6.5 7.4 5.8 
a before or during 7.9 8.4 19.1 Sinus trouble 11.6 12.4 22.6 
. Neck pains during 14.7 13.0 34.9 Menopause 4.4 3.7 5.2 
1.6 Neck pains before or after 2.9 2.8 10.5 Menstruation 23.8 24.4 27.7 
es Muscular pains during 0-1 4.3 10.5 Emotions 10.6 11.2 19.4 
a Muscular pains after 1.5 1.4 3.9 Worry 13.5 13.5 16.1 
a Paresthesias before 1.2 1.3 7.2 Constipation 16.7 16.6 21.3 
0 Paresthesias during 2.9 2.8 7.9 Getting chilled 1.4 1.3 3.2 
).8 Paresthesias after 0.7 0.6 3.3. Exercise L7 1.8 4.5 
Muscular weakness during 4.5 4.6 15.1 No idea of cause 12.2 11.0 5.8 
: Tinnitus 6.5 6.4 13.2 Others 3.1 3.1 5.8 
None 67.6 69.1 38.2 No answer 0.9 0.5 0.0 
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TABLE 7 
PFREATMENT OF HEADACHES 





Treatment experiences: 


Aspirin helps 64.1 65.3 43.9 
Aspirin sometimes helps 21.9 22.1 $0.6 
Never tried or ineffective 13.1 12.6 15.5 
Narcotics help 4.8 5.0 12.9 
Narcotics sometimes help 2.3 2.4 ‘tan 
Never tried or ineffective 92.0 92.5 80.0 
Ergotamine group helps 1.0 0.9 4.5 
Ergotamine group some- 

times helps 0.6 0.5 3.9 
Never tried or ineffective 97.0 98.6 91.6 
Antihistamines help 3.4 3.4 3.2 
Antihistamines sometimes 

help 3.0 3.1 5.8 
Never tried or ineffective 92.7 93.3 91.0 
Nose drops help 6.6 6.6 8.4 
Nose drops sometimes help 9.3 9.7 12.9 
Never tried or ineffective 83.2 85.8 78.7 
Preferred treatments: 
Aspirin ete. 81.2 82.7 78.0 
Narcotics 2.5 2.5 6.5 
Gynergen 0.3 0.2 1.3 
DHE 45 0.2 0.2 1.9 
Cafergot 0.3 0.2 2.6 
Antihistaminics 1.9 24 1.3 
Nose drops 4.0 Be 
None at all 14.0 13.6 12.9 
Treatment directed by: 
E.N. T. specialist 1.8 4.6 9.1 
Ophthalmologist 4.0 4.4 6.5 
Allergist 0.7 0.7 1.3 
Neuropsychiatrist 0.1 0.1 4.6 
Neurosurgeon 0.1 0.1 0.0 
Internist 22 1.9 4.6 
Other physician 3.6 5.4 7.8 
Dentist 0.7 0.7 0.0 
No one 82.0 84.2 68.8 


*Individuals surve 
on the questionnaire Phe 
to I. B. M. 
tistics it bec 


ed simply checked off proper answers 


findings were then transferred 


ecards for computation. In reviewing the sta 


ame obvious that many had confused the two 


answers, “No” (no help from the drug) and “Never tried,” 


hence these two figures were confused, 


It is apparent that edema of the nasal 
mucosa would produce some degree of pres- 
sure even though minor on the vessel walls, 
and thereby possibly initiate vasodilation 
in the anterior meningeal branch of the 
ophthalmic. Thereby frontal pain would be 
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produced. The nasal pressure would «ct 
as the trigger. The supra-orbital artery 
(and frontal branch) is a terminal branch 
of the ophthalmic artery. 

In some cases of frontal headache thi 
artery is palpable and visibly dilated. It is 
also recognized that the ophthalmic arte) 
are branches of the internal carotid vessc|s. 
It has been thought by many that the eft 
of the ergotamines is principally on the 
branches of the external carotid. However, 
we cannot say that the ergotamines do jot 
constrict the branches of the interna 
carotid, since there is no definite anatom- 
ical, physiological, or clinical proof of this 
idea. 


fa 


f 


I have found that the antihistamines fre- 
quently relieve frontal headache. This may 
be due to the effect on the nasal mucosa. 
Also, vasoconstrictors used properly in the 
nose may relieve pain. I instruct my pa- 
tients in the technique of the lateral head 
low position. 

Taquino™ states that he has frequently 
relieved frontal pain by applying 4 per cent 
cocaine by swab to the region of the in- 
ternal nasal branch of the anterior ethmoid 
nerve which is a continuation of the naso- 
ciliary nerve, a branch of the ophthalmic. 
There is certainly an intermingling of af- 
ferent fibers in the ophthalmic nerve and 
in the semilunar gangiion. Therefore, it 
is interesting to speculate that some cases 
of frontal pain may be due to the establish- 
ment of a pathway of referred pain. Per- 
haps frontal pain is due to either the vascu- 
lar or neurogenic mechanisms. At the pres- 
ent time the weight of evidence may indi- 
cate that the former is the more important. 

The likelihood that these pains 
simply of so-called sinus origin is lessened 
by the fact that there is a typical limited 
distribution of pain. As stated above, sinus 
pain is referred to various regions of the 
head and face. Much of the discomfort in 
nasal edema has been shown to originate 
from involvement of the turbinates, and we 
know that this is not particularly referred 
to the frontal area. 

In the survey of 4634 individuals, 35.3 
per cent reported nasal symptoms of any 


were 





0 
ny 
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Figure 1 


type. Of this group 83.0 per cent had head- 
aches; whereas in the non-nasal symptom 
group (64.7 per cent), only 55.6 per cent 
had headache. 

Many otorhinolaryngologists feel that 
headache may be seen in acute sinus in- 
fection, but only rarely in the chronic type. 
My patients have a chronic recurrent type 
of headache. Also, it is no longer generally 
stated that frontal headache is due to a 
vacuum in the frontal sinuses which was 
thought to follow obstructions of the naso- 
frontal ducts. 

There would appear to be some associa- 
tion between eye strain and frontal type of 
head pain. It is felt by the author that the 
eve strain may be falsely blamed by the 
individual in many cases, or that the eye 
strain acts as a nonspecific aggravating 
factor. Among the 2184 cases of frontal 
headache, 46.7 per cent had nasal symptoms 
and 39.3 per cent of the latter have dis- 
turbed vision with their headaches. No 
nasal symptoms were experienced by 53.5 
per cent and in this group only 25.5 per 


cent had disturbed vision. Thus, there seems 
to be some small measure of direct rela- 
tionship between nasal and visual symp- 
toms. 

Since nasal symptoms and changes are 
commonly associated with frontal headache, 
the factor of nasal allergy must be con- 
sidered. Therefore attention should be di- 
rected to a correct etiological diagnosis. 
Usual skin testing procedures are employed 
with especial emphasis on inhalant allergy. 
In addition to inhalant sensitizations, foods 
may at times be a cause. 

In another publication,’ I report that 
the general headache incidence is greater 
among persons whose occupations embody 
more mental stress and exertion. Headaches 
are also generally more common among 
females, younger individuals, and among 
single persons. Therefore, psychogenic, 
emotional, and occupational problems must 
be adequately studied and managed. 

It is becoming more apparent that the 
lability of the arterial vessels that is re- 
sponsible for headache is affected by a 
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number of factors, including age, endocrine 
disturbances, mental and emotional prob- 
lems, and various allergic states. 
CONCLUSIONS 

1. The frontal type of headache is found 
in 72.6 per cent of all types of headaches. 

2. Nasal symptoms are often associated 
with frontal headache. 

3. There is a greater incidence of various 
allergic states in headache sufferers. 

4. Frontal headache is apparently vascu- 
lar in nature and may be due to dilation 
of the anterior meningeal arteries. 


Note: Acknowledgement is made of the assistance of Mr 
James Villere Southwest Manager of Sandoz Pharma 
ceuticals 
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THE CONTROL OF PAIN BY IN- 
TRAVENOUS PROCAINE 

In the past five years, procaine has been 
advocated intravenously for the control of 
pain, itching, muscle spasm, discomfort of 
arthritis, and edema. It was given as 0.1 
per cent solution in 5 per cent dextrose in 
water. Many reports have appeared which 
indicate that it is effective in controlling 
discomforts and pain of various conditions. 
Recently, the Council on Pharmacy and 
Chemistry of the A. M. A. has authorized 
the publication of a report in a controlled 
study by Keats, D’Alessandro, and 


Beecher.* These authors felt that because 
of the lack of controls in the studies that 
were reported and because of the known 
rapid hydrolysis of procaine in the blood 
stream, further investigation of this method 
of treatment was necessary. 

They chose as subjects patients in the 
first postoperative day, eliminating those 
who gave a history suggestive of procaine 
sensitivity. The three drugs employed were 
saline, procaine hydrochloride, and mor- 
phine sulphate. Saline was given at the 
rate of approximately 200 cc. per hour. Pro- 
caine was given as 0.1 of 1 per cent solution 
in 5 per cent dextrose in water. Morphine 
Was given slowly in a syringe, intravenous- 
ly, in the course of one minute, the dose 
being 8 mg. per 70 kg. of body weight. 
Evaluations of pain relief were made by 
trained technicians who were not present 
at all times and who were unaware of the 
nature or dose of the drug administered. 
The technicians appeared at specific times 
for evaluation. The effects were judged by 
their ability to produce both pain relief and 
comfort. A total of 53 patients divided into 
four groups was studied. Twenty-one per 
cent obtained relief of pain and comfort 
from saline at the end of thirty minutes; 
40 per cent from procaine a similar time; 
and 71 per cent from morphine. The dose 
of procaine used was the so-called procaine 
unit, that is, 4 mg. per kg. of body weight 
administered over a twenty minute period. 
Observations in the course of the test were 
made as to the frequency of side reactions. 
With saline, general numbness and dizziness 
were noticed in 3 per cent, and nausea and 
vomiting in 6 per cent. With morphine, 
nausea was noted in 20 per cent; dizziness 
and vomiting in 14 per cent. While with 
procaine, a variety of side reactions was 
found. Dizziness was present in 63 per cent, 
nausea in 45, and vomiting in 23. Less than 
5 per cent of those receiving procaine had 
convulsions, disorientation, paresthesias, 
tinnitus, and restlessness. Fifteen per cent 
developed marked apprehension and 13 beg- 


*Keats, Arthur S., D’Alessandro, Genesio L., and 
Beecher, Henry K.: J. A. M. A. 147:1761, (Dee. 
29) 1951. 
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ged for the intravenous medication to be 
stopped. 

The advocates of the intravenous use of 
procaine have advanced the hypothesis that 
the drug increases the capillary permeabil- 
ity in areas of trauma or inflammation. 
When the drug penetrates the tissues it re- 
lieves reflex vasospasm and increases the 
The authors of the 
report, however suggest that the analgesia 
produced by 


peripheral blood flow. 


intravenous procaine results 
from its action on the central nervous sys- 
tem. They note that, in 1944, Bigelow and 
Harrison demonstrated that subcutaneous 
infiltration of procaine into one arm pro- 
duced an elevation of the pain threshold in 
the opposite arm. They further observed 
that the best results have been reported in 
those situations where symptoms are ac- 
companied by a large psychic overlay such 
as low back pain, itching, and tinnitus, or 
those conditions associated with great va- 
riability of symptoms, such as arthritis, se- 
rum sickness, and angina pectoris. It was 
considered that the degree of analgesia 
from procaine was achieved at a cost of 
tremendous side reaction liability and this 
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itself was mainly unpleasant. With six )a- 
tients, the administration had to be stopjed 
because of the magnitude of the side reac- 
tions. There is a great variability in the 
individual susceptibility to the toxic ef- 
fects of procaine. Seventy-five milligrams 
over a four minute period were followed 
by generalized clonic convulsions, while 00 
mg. over a twenty minute period, in which 
160 mg. were given in four minutes, were 
only followed by dizziness. 

In another study previously reported, 
there were 21 per cent of patients relieved 
by saline and 76 by morphine. In this study, 
20 per cent were relieved by saline and 70 
by morphine, 40 per cent being relieved by 
procaine. This comparison indicates the 
accuracy of the method by which procaine 
was being judged, and they state that the 
degree of relief produced by procaine ap- 
proximated that produced by 90 mg. of pen- 
tobarbital sodium. 

Such a detailed and dependable study as 
this leads the physician to believe that the 
method is only 40 per cent effective and 
apt to be accompanied by more than 50 per 
cent of unfavorable side reactions. If one 
takes into consideration these facts, the 
value of the method becomes doubtful. 


— SSS a 
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The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


FACTS ABOUT AMA DUES FOR 1952 
1. American Medical Association mem- 
bership dues for 1952 are $25.00. 
2. Fellowship dues for 1952 have been 
abolished. 


9 


3. American Medical Association mem- 
bership dues are levied on “active” mem- 
bers of the Association. A member of a 
constituent association who holds the de- 
gree of Doctor of Medicine or Bachelor of 
Medicine and is entitled to exercise the 
rights of active membership in his constit- 
uent association, including the right to vote 


and hold office as determined by his con- 
stituent association, and has paid his Amer- 
ican Medical Association dues, subject to 
the provisions of the By-Laws, is an “ac- 
tive’’ member of the Association. 


4. American Medical Association mem- 
bership dues are pavable through the com- 
ponent county medical society or the con- 
stituent state or territorial medical associa- 
tion, depending on the method adopted lo- 
cally. 

5. Commissioned medical officers of the 
United States Army, the United States 
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Navy, the United States Air Force or the 
Lniied States Public Health Service, who 
have been nominated by the Surgeons Gen- 
eral of the respective services, and the per- 
manent medical officers of the Veterans 
Administration and the Indian Service, 
who have been nominated by their Chief 
Medical Directors, may become Service 
Fellows on approval of the Judicial Coun- 
cil. Service tellows need not be members 
component county or constituent 
state or territorial associations of the 
American Medical Association. They do 
not receive any publication of the Ameri- 
can Medical Association except by personal 
subscription. If a local medical society reg- 


ol ne 


ulation permits, a Service Fellow may elect 
to become an active member of a compo- 
nent and constituent association and the 
American Medical Association, in which 
case he would pay the same membership 
dues as any other active member and re- 
ceive a subscription to The Journal of the 
American Medical Association. 

6. An active member of the American 
Medical Association may be excused from 
the payment of American Medical Associa- 
tion membership dues when it is deemed 
advisable by the Board of Trustees, pro- 
vided that he is partially or wholly excused 
from the payment of dues by his compo- 
nent society and constituent association. 

The following may be excused in accord- 
ance with this provision: (a) members for 
whom the payment of dues would consti- 
tute a financial hardship as determined by 
their local medical societies; (b) members 
in actual training but not more than five 
years after graduation from medical school; 
(c) members who have retired from active 
practice; (d) members who have reached 
the age of 70, on request, and starting Jan- 
uary 1 following the 70th birthday, and (e) 
members who are called to active duty with 
the armed forces (exemption begins July 1 
or January 1 following entrance on active 
duty). The last two categories are excused 
from AMA dues regardless of local dues 
exemptions. 

7. Active members of the American 
Medical Association are not excused from 


the payment of American Medical Associa- 
tion membership dues by virtue of their 
classification by their local societies as 
“honorary” members or because they are 
excused from the payment of local and state 
dues. Active members may be excused 
from the payment of American Medical As- 
sociation membership dues only under the 
provision described in Paragraph 6 above. 

8. American Medical Association mem- 
bership dues include subscription to The 
Journal of the American Medical Associa- 
tion. Active members of the Association 
who are excused from the payment of dues 
will not receive The Journal except by pcr- 
sonal subscription at the regular subscrip- 
tion rate of $15.00 a year. 

9. Members may substitute one of the 
special journals published by the Associa- 
tion for The Journal to which they are en- 
titled as members. 


10. A member of the American Medi- 
cal Association who joins the Association 
on or after July 1 will pay membership 
dues for that year of $12.50 instead of the 
full $25.00 membership dues. 

11. An active member is delinquent if 
his dues are not paid by June 1 of the year 
for which dues are prescribed and shall for- 
feit his active membership in the Ameri- 
can Medical Association if he fails to pay 
the delinquent dues within thirty days af- 
ter the notice of his delinquency has been 
mailed by the Secretary of the American 
Medical Association to his last known ad- 
dress. 

12. Members of the American Medical 
Association who have been dropped from 
the membership roll for non-payment of 
annual dues cannot be reinstated until such 
indebtedness has been discharged. 


13. The apportionment of delegates 
from each constituent association shall be 
one delegate for each thousand (1,000), or 
fraction thereof, active members of the 
American Medical Association as recorded 
in the office of the Secretary of the Ameri- 
can Medical Association on December 1 of 
each year. 
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STATEMENT BY GOVERNOR EARL 
WARREN OF CALIFORNIA IN 
RENEWING HIS ADVOCACY OF 

COMPULSORY HEALTH INSURANCE 

DURING CBS RADIO BROADCAST, 

NOVEMBER 4, 1951 

Governor Earl Warren of California, 
speaking on a CBS radio broadcast on No- 
vember 4th, again advocated the enactment 
of a system of compulsory health insur- 
ance. 

Warren, three times defeated in efforts 
to inaugurate such a system in California, 
made it clear that he now favors a system 
of Government-directed Medical 
all the American people. 


Care for 
The Governor denied that his program 
was socialized medicine but the plan he 
has advocated in California closely parallels 
the program of socialized medicine advo- 
cated by President Truman and Federal 
Security Administrator Oscar Ewing. 
The full text of Governor Warren’s state- 
ment follows: 
“It is not sufficient to that America has 
developed the finest medical care in the world, even 
though this is true. 


say 


We still must find a way to 
make it accessible to all of our people. 

“The 
the indigent 


me ll-to-do can pay for good medical care; 
receive it from public agencies and 
through the charitable work of the doctor; but the 
self-reliant worker, the man in the average or lower 
income bracket who contributes so much to building 
our country, and whose greatest ambition and hope 
is to raise a good A nile rican family, cannot be ar the 
financial catastrophe of serious illness. 

“IT have advocated for California a program of 
The 


medicine by 


prepaid medical care as a possible solution. 
proposal called socialized 


some who are opposed to it. It 


has been 


has been 
given the ugly name of communism by others. It 


is neither. 


even 


Nor is it statism as practiced in Ger- 
many or socialism as practiced in England. 

“IT have never been and am not now in favor of 
socialized medicine. I do not believe in socialism, 
but I do believe in social progress, which has been 
the hallmark and the glory of the American na- 
tion from its beginning. 

“IT am convinced we will enter upon a new era 
of progress in the cause of health when we make it 
possible for every one of our people to protect him- 
self and his family from the economic disaster of 
backbreaking hospital and medical bills. 

“T believe it is the responsibility of the states to 
undertake to help doctors, hospitals and the public 
they serve in the solution of what, up to the pres- 
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ent time, has been an insoluble problem. I jiave 
never held out my proposal as the only solution. 
It is my proposal until someone offers a better one. 

“I am firmly of the belief, however, that our 
American system is sufficiently adaptable to make 
possible the solution of the problem of medical care 
without doing violence to the political, economic 
or professional concept of all the people who are 
sincerely interested in the problem.” 

If Governor Warren, who has announced 
himself as a candidate for the Presidency, 
were not so prejudiced and blind to the 
present free enterprise practice of medicine 
—the best system on earth—he would be 
unwilling to lend his influence and efforts 
to a system of compulsory health insurance 
such as he is advocating along with Presi- 
dent Truman and Oscar Ewing at the pres- 
ent time. 

Beware of such men who are aspiring to 
high office and who would lead us down 
the river to state medicine. 

Senator Taft who has always been a 
friend to free enterprise—the voluntary 
way of the practice of medicine, has also 
announced as a candidate the 
dency. 

Of course, it would not be hard for the 
members of the medical 
choose the proper candidate. 

O 
HOSPITAL ACCREDITATION 

The AMA has announced the establish- 
ment of a joint commission composed of 
eighteen members, six members from the 
American Medical Association; six mem- 
bers from the American Hospital Associa- 
tion; three members from the American 
College of Surgeons; and three members 
from the American College of Physicians. 
The plan of such a joint commission has al- 
ready been approved by the four organiza- 
tions, and the eighteen members will be ap- 
pointed at an early date. 

The combined budgets will approximate 
$250,000 to finance the commission which 
will conduct a hospital inspection and ac- 
creditation program of the hospitals of the 
United States and Canada, which will en- 
courage physicians and hospitals volun- 
tarily: 

(1) To apply certain basic principles of 

organization and administration for 


for Presi- 


profession to 
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the efficient and proper care of the 
patient. 

(2) To promote the highest quality of 
medical and hospital care in all of its 
aspects in order to give patients the 
greatest benefits offered by medical 
science, and 

(3) To maintain the essential diagnostic 
and therapeutic services in the hos- 
pital through coordinated effort of 
the organized staff and the govern- 
ing body of the hospital. 

Since our Society protested against the 

plan to place this function entirely in the 


4) 
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hands of the American Hospital Associa- 
tion, we feel sure that the membership will 
be gratified to learn of the presently dele- 
gated commission. Personnel of this com- 
mission is as follows: 

Dr. Gunnar Gundersen, LaCrosse, Wis- 
consin and Dr. Stanley Truman, Oakland, 
California—3 years. 

Dr. Dwight H. Murray, Napa, California 
and Dr. Herman G. Weiskotten, Syracuse, 
New York—2 years. 

Dr. Rolland J. Whitacre, Cleveland, Ohio 
and Dr. Julian P. Price, Florence, S. Caro- 
lina—1l years. 





Vv 


LOUISIANA STATE MEDICAL SOCIETY NEWS 


CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


DR. CAIRNS ELECTED PRESIDENT OF EYE, 
EAR, NOSE AND THROAT HOSPITAL 
STAFF 
At the Annual Meeting of the Staff of the Eye, 
Ear, Nose and Throat Hospital, Dr. Adrian B. 
Cairns was elected President of the Staff for the 
year. Other officers elected to assist Dr. 
s were: Dr. Albert Habeeb, First Vice-Presi- 
Dr. Jack Anderson, Second Vice-President; 
Dr. Harold Tabb, Secretary-Treasurer, and Drs. 
Irvin Goldman and M. C. Wilensky, members of 
the Executive Committee at large. Dr. George H. 
Hauser, the outgoing President, presided at the 

meeting. 


coming 
Cairn 
dent; 


FOURTH ANNUAL NEUROPSYCHIATRIC 
MEETING OF THE VETERANS 
ADMINISTRATION 
vy. Harold W. Sterling, Manager, has announced 
that the Fourth Annual Neuropsychiatric Meeting 
will be held at the Veterans Administration Hos- 


pital, North Little Rock, Arkansas, on February 
28 and 29, 1952. Guest lecturers who have already 
indicated that they will participate include the 
following: Dr. Leo H. Bartemeier, President, Amer- 
ican Psychiatric Association, Detroit, Michigan; 


Dr. Daniel Blain, Medical Director, American Psy- 
chiatric Association, Washington, D. C., and many 
other 


RUDOLPH MATAS LECTURE 
The fifth annual Rudolph Matas Lecture will be 
held, February 15, on the Tulane 
campus. 


University 


Delivering the lecture this year will be Dr. Joe 
Vincent Meigs, Clinical Professor of Surgery at 
the Harvard University Medical School and Chief 
of the Vincent Memorial (gynecological service) of 
the Massachusetts General Hospital at Boston. 

Dr. Meigs will speak on “Treatment of Cancer 
of the Cervix.” 

The lecture is sponsored each year by the Tulane 
chapter of Nu Sigma Nu medical fraternity in 
honor of Dr. Rudolph Matas, emeritus professor 
of surgery at Tulane. 

Dr. Meigs’ address will be open to the public and 
will be presented at 8 p. m. at Dixon Hall. Also ap- 
pearing on the program will be John Schneider, 
Tulane medical senior, who is president of Nu 
Sigma Nu; and Dr. Alton Ochsner, chairman of 
the Department of Surgery at Tulane and presi- 
dent of the American College of Surgeons, who 
will introduce Dr. Meigs. 

Previous Matas lecturers included Dr. Alfred 
Blalock, Baltimore surgeon; Dr. William C. Men- 
ninger, Topeka psychiatrist; Dr. Cecil Watson, 
University of Minnesota physician; and Dr. Frank 
Lahey, director of the Lahey Clinic at Boston. 
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AMERICAN PSYCHOSOMATIC SOCIETY 
WILL MEET IN FEBRUARY 

The first meeting of the Psychosomatic Forum 
of New Orleans, American Psychosomatic Society, 
will be held at 8:30 p. m., February 28, in the 
Board Room, 1st floor, Hutchinson Memorial 
Building, 1430 Tulane Avenue. 

Psychosomatic Problems in Children will be the 
subject of the meeting and guest speakers are Drs. 
Irwin Marcus, Ian Stevenson and C. G. Grulee, Jr. 
Additional subjects will include enuresis, diabetes 
and infantile colic. The guest speakers and Drs. 
Ralph Platou and Myron Wegman will conduct a 
panel discussion. 

SURGICAL ASSOCIATION OF LOUISIANA 

ELECTS OFFICERS 

The following officers were elected at the Fourth 
Annual Meeting of the Surgical Association of 
Louisiana, held Sunday, November 11, 1951, at the 
St. Charles Hotel. 

Dr. James D. Rives, New Orleans, President; 
Dr. T. Jeff McHugh, Baton Rouge, Ist Vice-Presi- 
dent; Dr. J. Kelly Stone, New Orleans, 2nd Vice- 
President; Dr. Henry G. Butker, New Orleans, re- 
elected, Secretary; Dr. Edmund L. Leckert, New 
Orleans, re-elected, Treasurer; Dr. George Wright, 
Monroe, member of Board of Directors for a period 
of three years; Dr. John A. Hendrick, Shreveport, 
member of Board of Directors for a period of three 
years; Dr. Joseph Danna, re-elected a member of 
Board of Directors for a period of three years. 

Other members of the Board of Directors are Dr. 
W. Kernan Irwin, Baton Rouge; Dr. Roy B. Har- 
rison, New Orleans and Dr. 
New Orleans. 

Dr. James Q. Graves, to serve on the Board of 
Directors for one year, as Past President. 


Howard Mahorner, 


KNOW YOUR BLUE SHIELD PLAN 
As there 
mation 


seems to be widespread lack of infor- 


among physicians regarding the policies 


and 
Blue 


purposes of Louisiana Service 
Shield Doctor’s appre- 


ciable amount of misinformation, it seems expedi- 


Physicians 
Plan—as well as an 
ent to submit a resume of its origin, organization, 
and physical set-up, what it offers to both the pub- 
lic and the medical profession and its liaison with 
the component Parish Medical Societies. 

The medical profession as a whole recognizes the 
need of voluntary plans for prepaying medical, 
surgical, and hospital expenses. Despite the fact 
that several members of the Congress who openly 
the Administration’s health program 
defeated in the most recent elections and 
there seems to be no great activity at the present 
moment among the ranks of socialized medicine, 
the idea is far from dead. We are in imminent 
danger of being absorbed into a socialized state 
and unless we get our patients insured in a volun- 
tary health plan, mutually satisfactory, it is dis- 


endorsed 
were 
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tinctly probable that some form of a compulsory 
plan will be forced on us disastrous to all -on- 
cerned. 

What constitute acceptable basic criteria of a 
voluntary, prepayment health insurance plan? We 
can all concede that such a plan should make med- 
ical, surgical, and hospital services available to the 
public on a prepayment basis that includes free 
choice of physician and hospital without sacrifice 
of medical standards or of the vitally important 
personal relationship between physician and _ pa- 
tient. It should also offer to the low income pa- 
tient the privilege of choosing his physician and 
maintaining his status as a private patient in- 
stead of having to seek treatment at a clinic or 
hospital ward. To the physician it should offer a 
convenient and prompt method of payment of a 
fair fee for services rendered patients who might 
otherwise find it difficult, if not impossible, to 
meet the expense incurred, and lastly its policies, 
medical contracts with the public, schedule of al- 
lowances and fee schedule should be under the con- 
trol of physicians. 

Organization of Louisiana Physicians Service 

The origin of L.P.S. is interesting as the Plan 
was devised by the physicians of the state. In 1944, 
the House of Delegates of the State 
Medical Society appointed a special committee, 
known as the Prepayment Health Committee, Dr. 
O. B. Owens of Alexandria, chairman. This com- 
mittee studied the development of prepaid hospital, 
medical, and surgical care plans in operation at 
that time. As a result, Louisiana Physicians Serv- 
ice—your Blue Shield Plan—was 
August 18, 1946 and its first medical, surgical 
certificates became effective November 1, 1/46. 
The House of Delegates of Louisiana State Med- 
ical Society at its meeting in the spring of 1946 
appropriated $20,000 for the organization of Loui- 
siana Physicians Service. 


Louisiana 


organized on 


Early Cooperation with Blue Cross 

At the outset Louisiana Physicians Service en- 
tered into an with two Blue 
Plans and one non-Blue Cross Plan, operating in 
the upper part of the state, whereby these Plans 
would act as the selling agent and present our pro- 
gram of prepaid surgical, medical care to the pub- 
lic in conjunction with their hospital programs. 
Subsequently, the three hospital programs were 
consolidated into one and the Board of Directors of 
Louisiana Physicians Service entered into an agree- 
ment whereby this new hospital program would be 
the selling agent in the up-state area for Louisi- 
ana Physicians Service (Blue Shield). 
Blue Shield-Blue Cross Controversy 


arrangement Cross 


By action of the House of Delegates of the Loui- 
siana State Medical Society on May 7, 1951, the 
Board of Directors of Louisiana Physicians Service 
(Blue Shield) was instructed to terminate its 
working agreement with Blue Cross and to formu- 
late and offer its own program of hospital care 
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to accompany its existing medical, surgical, ob- 
stetrical program. At the time that the House of 
Delegates ordered the dissolving of the working 
agreement, it was assumed that those persons re- 
sponsible for the Blue Cross Plan would dissolve 
the working agreement in an amicable way, so as 
not to disturb the general public. 

Instead, however, Blue Cross Plan in the up- 
state area of Louisiana indulged in many unethical 
practices and condoned many things not ethical to 
the operation of a prepaid health care program. A 
complete report of the practices indulged in by the 
up-state Blue Cross Plan was made in the Septem- 
ber 1951 issue of the New Orleans Medical and 
Surgical Journal in an editorial, pages 123-126. 
Also, a supplemental report was contained in the 
same issue in the Organization Section. 

No Relationship Between Blue Shield and 
Blue 

There is now NO Blue 
Shield and Blue Louisiana. Each is a 
separate program, offering competitive services. 
Blue Shield Starts Anew 


Cross 
relationship between 


Cross in 


(Blue Shield) as 
it now stands, is YOUR prepaid health care pro- 
gram, organized for the benefit of YOUR patients 
and provides for them a system whereby they can, 


either in a group or individually, budget for the 


Louisiana Physicians Service 


cost of hospital, medical, surgical and obstetrical 
expense. 
Doctors Govern Blue Shield—LPS 


The Board of Directors of Louisiana Physicians 


Auxiliary 
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Service is responsible for its 


The 
Board consists of eleven members, ten of whom are 


management. 


doctors, chosen from a panel, known as the Board 
of Trustees, which is appointed by the House of 
Delegates of the Louisiana State Medical Society 
at its annual meeting. From this Board of Trus- 
tees, the Board of Directors of Louisiana Physi- 
cians Service, selected one physician representing 
each of the eight Congressional Districts and in- 
cluding the President and President-elect of the 
Louisiana State Medical Society as ex-officio mem- 
bers of the Board of Directors. There is one lay- 
man on the Board at this time and he is the Ex- 
ecutive Director. 

LPS—Blue Shield—New Program 

Louisiana Physicians Service—the Blue Shield 
Plan—now offers a hospital, medical, surgical pro- 
gram that, in our opinion, is the best available for 
the premium dollar charged. 

More than Louisiana 
have enrolled as participating physicians, and have 
voluntarily agreed to accept the LPS schedule of 
surgical fees for surgical services rendered to an 


1,000 doctors throughout 


LPS subscriber whose aggregate annual income, if 
married is $3,000.00 or less, and $2,000.00 or less 
on a single person. 

We cannot stress too strongly that Louisiana 
Physicians (Blue Shield) is your plan. 
You should know how it operates. Most of all, you 
should recommend it to your patients. 


Service 


WOMAN'S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


WOMAN’S AUXILIARY TO THE LOUISIANA 
STATE MEDICAL SOCIETY 
RAPIDES PARISH 
The Rapides Parish Auxiliary entertained at a 
Christmas party at the Alexandria Golf and Coun- 
try Club. Mrs. Noel Simmons, Mrs. Allen Winters, 
Mrs. N. M. Brian, Jr., Mrs. Henry Gahagan, Mrs. 
Clarence Pierson, and Mrs. Rodney Masterson were 

among those present at the meeting. 

Mr. Don Ewing, Associate Editor of the Shreve- 
port Times, spoke to the Medical Auxiliary on 
“Honesty Versus Legality in Government”. Many 
members attended this interesting talk. 

MARY REES VOORHIES, 
State Publicity Chairman. 


ORLEANS PARISH 
The following is a complete list of the officers 
and committee chairmen of the Woman’s Auxiliary 
to the Orleans Parish Medical Society for the year 
1952. 


President, Mrs. Louis Leggio; President-Elect, 
Mrs. Edwin Guidry; First Vice-President, Mrs. 
Howard Mahorner; Second Vice-President, Mrs. 


Rufus Alldredge; Third Vice-President, Mrs. Ed- 
Fourth Vice-President, Mrs. N. J. 


tecording Secretary, Mrs. Branch Ay- 


ward Nelson; 
Tessitore; 
mond; Corresponding Secretary, Mrs. Charles R. 
Robinson; Publicity, Mrs. William H. Gillentine; 
Treasurer, Mrs. Robert Kelleher; Historian, Mrs. 
Philips J. Mrs. Lloyd 
Kuhn. 


Chairmen of Standing Committees: 


Carter; Parliamentarian, 


Commemorations, Mrs. John Sanders; Contact, 
Mrs. Anees Mogabgab; Conventions, Mrs. C. 
Grenes Cole; Entertainment, Mrs. W. J. Rein; 
American Heart, Mrs. Willard Wirth; Cancer, 
Mrs. Boni Delaurel; Red Cross, Mrs. George Ta- 
quino; Tuberculosis, Mrs. Richard Buck; Periodic 
Health, Mrs. Joseph J. Ciolina; Notifications, Mrs. 
Edward W. Nelson; Printing and Supplies, Mrs. 
George Feldner; Doctor’s Day, Mrs. Mannie Mal- 
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lowitz; Publications AMA Bulletins, Mrs. N. J. 
Tessitore; Nurse Recruitment, Mrs. Nathan Pol- 
mer; Essay Contest, Mrs. Edwin Guidry; Public 
Relations, Mrs. Jules Myron Davidson; Revision, 
Mrs. Monte Meyer; Hostess, Mrs. Albert B. Pavy; 
Membership, Mrs. Howard Mahorner; Registration, 


Book Reviews 


Mrs. H. F. Brewster, Mrs. Carl Wahl; Clothes 
Collection, Mrs. Rufus Alldredge; Samples, Mrs 


William Harris; Telephone, Mrs. Edwin Socola; 


Medical Culture, Mrs. Dan Silverman; Courtesy, 
Mrs. Blaise Salatich. 





BOOK R 


Integrated Practice of Medicine—Progress Volume; 
by Harold Thomas Hyman, M. D. Philadelphia, 
W. B. Saunders Co., 1950. pp 734. Price $10.00. 
This book is a supplementary volume for An 

Integrated Practice of Medicine. It is intended to 
bring the original set up to date by summarizing 
the most recent therapeutic measures and clinical 
methods. Included in the book is material cover- 
ing the use of ACTH (Anterior-pituitary-adreno- 
hormone) adrenal cortical extract (cortine, corti- 
sone, compound E) antebus, antibiotics, and anti- 
coagulants. 

The therapeutic management of practically all 
of the infectious included. 
well as other 
on the basis of general principles of diagnosis and 


These as 
outlined 


diseases is 
many clinical entities are 
therapy, the latter emphasizing the immediate care 
as well as degrees and types of continuing care 
The practical aspect of 
therapy is presented and emphasis is placed on all 


that may be necessitated. 
significant recent advances in therapy. An evalua- 
tion of the specific therapeutic agents is offered 
and detailed data offered 
concerning specific drugs from the aspect of dosage 
forms, package information and manufacturers. 
There tables which consolidate 
types of material under consideration making the 
The 
general a practical and well organized reference 
book on all the recent therapeutic advances and 
will be useful in all phases of medicine. 
JOSEPH E. SCHENTHAL, M. D. 


in- all discussions are 


are numerous 


book a ready reference tool. volume is in 


The Physiology of the New Born Infant; by Clem- 
ent A. Smith, M. D. 2nd ed. Springfield, II1., 
Chas C. Thomas Co. 1951. 348 p. Price $7.50 
The physiology of the new born infant is a de- 

function of the fetus 

the new born baby. In addition to the 
chapters on respiration, circulation, blood, icterus, 


tailed text that covers every 
and of 


digestive tract, and renal function, there are un- 
usually good chapters on mineral metabolism, neo- 
natal endocrinology, minerals, vitamins, and im- 
munology. For the busy pediatrician who wants 
information without digesting the book, there are 
summaries at the end of each chapter. 

This is a book that I feel sure all pediatricians 
will enjoy and benefit from as a reference. 

SUZANNE SCHAEFER, M. D. 


EVIEWS 


Emotional Factors in Cardiovascular Disease: by 
Edward Weiss, M. D., Chas. C. Thomas, Spring- 
field, Illinois, 1951. Pp 84. Price, $2.25. 
Physicians often overlook the impact their words 

or mannerisms may have on the patient. This as- 

sumes special significance when providing the pa- 
tient with information concerning his heart. Every 
physician privileged to use the stethescope is obli- 
gated to protect his patients from fears and neu- 
roses arising from misunderstandings and poor 
presentation of facts. The patient is entitled to 
explanation and guidance in understanding his dis- 
ease and overcoming emotional disturbances which 
either arise from or are the cause of his physical 
discomfort. In this monograph the author has 
provided a concise and simple aid to the physician 
and student with which to whet his awareness of 
the problems concerned with emotional factors in 
cardiovascular diseases and offers suggestions as 
to the manner in which they may be managed. 

Included are sections on “functional” heart disease, 

treatment, neurocirculatory asthenia, hypertension, 

hypotension, organic disease, and psychosis. Its 
brevity and readability are commendable and it 
may be properly recommended to the student and 
physician as a good refresher on an important sub- 
ject to the patient as an individual rather than 
as a group of organ systems. 

Sam A. THREEFOOT, M. D. 
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